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P R E F A (
' E.

There are not awantiug many admirable works on tlici

jirinciples and practice of Obstetrics; but there are

various princi[)lcs and rules which the A^ithor has

found of inestimable service in his o^\^l practice, which

are either not mentioned in tlicse, or are referred to

only in terms of disapprobation. Tliese principles and

rules have reference more particularly to the manage-

ment of the second and third stages of labour. ThereO
is assuredly a wi<le and g^o^ving belief, not only among

the younger practitionei'S, ljut also among not a few

veteran brethren who liavc been able to emancipate

themselves from the shackles of doubtful, if not inju-

rious, trailitions, that too great delay in the second

stage of labour (ispecially has hitherto been inculcated

m the tcxt-l)Ooks, and that, had earlier interferemee

been more widely taught and ju'actised, maternal and

fmtal mortality would hiivc; l)een greatly diminished.

Recent investigations sti’cngthc'u this view, bringing

out as they do very strikingly, the fact that delay has
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proved much more injurious than interference, and,

moreover, has given a false complexion to operative

l)rocedure not necessarily attended with danger. These

views, therefore, the Author has endeavoured to give

expression to, in the hope that good may gradually

accrue. The seed lie believes to be good, and he trusts

that it may fructify in the course of time, ;ind yield the

welcome blossom of hicreased maternal safety. That

is the harvest all obstetricians are earnestly striving

after.

Prominent notice lias been taken of the operations

of cephalotripsy and spondylotomy—operations which

the Author lielieves are destined to limit considerably

the difficulties and maternal dangers of craniotomy
;

and reference has been made, though briefly, to the

influence of zymotic disease on gestation, and the puer-

jieml state. Had space permitted, he should liked

exceedingly to have entered more fully iirto these im-

portant topics.

As regards the subject of Diseases of Women, he has

to remark that, while an accoimt of the great mass of

these would have been quite foreign to the purpose ot

the woi'k, he has yet introduced more of them than is

usual in such manuals. He has, however, only toucheil

on those closely connected with pregnancy and the

puerperal state.

He has not inserted many cases in illustration of

principles and practice, but the reason is the want of

space, and not the want of such cases. He has nume-
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rolls notes
;
and lie writes within giin-shot of many

brethren who have seen him operating in the more dif-

ticiilt cases of labour. These examples, if oiiportunity

offers, he may yet bring togethei', either as a sujiple-

mentary or separate woi'k.

As the book has been entii’ely written during the

past winter, the Author has been enabled to incorpo-

i-ate with it the more recent obstetric news and ques-

tions of importance and interest.

The Author has been profoundly conscious alike of

the great responsibility of his undertaking and of his

shortcomings in relation to the work; but he has

attempted the task with the best of motives, the purest

of aims, and with an earnest desii'e to be useful: he

might add also, with far from sanguine hopes. More-

over, he has not entered on the labour without having

been much engaged in practical midwifery foi’ upwards

of a decade, during part of which jieriod he has had the

honour of being consulted by numerous brethren in tin-

more critical cases of operative midwifery. On many

such occasions, lie is happy to say, he has experienced

the value of various rules and lines of jiiuctice, whicli

he has endeavoured, it may bo imjierfectly, to state in

the following pages. As regards his gymecological

experience, that has not liccn mconsiderablc. In ad-

dition to attendance in tlic^ late Sir dames Simpson’s

ward from season to season, he has enjoyed many
opportunities in private jiractice

;
and he lias always

found that cases flow readily into the hands of thosi'
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who are not indifferent to them, or rather, who bestow

marked and special attention upon them.

He is quite conscious that many blemishes attach

to the book; but he trusts that these will be in part

excused by the laboriousness of practical obstetric work.

An imperfect sentence, a dull paragraph, or even a tedi-

ous chapter, may be often credited to a tedious labour,

invading the period when the cerebrum should have

indispensable repose. He puts forward this plea on

behalf of others as well as himself
;
for he feels assured

cliat his professional brethren would often write bettei-

had they more unbroken time. To them, unfortunately,

as a rule, belongs not the leisure to indulge in erasures,

like Rochefoucault and Rousseau, Petrarcli and Pope
;

or in elisions, like Moliere and Milton, ShakesjDeare

and Shelley, Virgil and Byi'on
;
to write and re-%vi’ite

like Cowper
;
to groan over reluctant sentences like

Gibbon
;
and sweat for more tlian a year over a story,

as did that old Edinburgh medical student. Goldsmith,

in the case of the “ Deserted Village.” A busy physi-

cian of this city, not long ago, produced a highly credit-

able translation of the Satii’es of Horace : it was, on the

whole, well received
;
but had the author been, say, a

bishop, with abundance of unbroken tune at command,

any little adverse criticism which it may have provoked

would, mayhap, have had less of justification or excuse.

W^i’iting as this professional brother did often, like

Erasmus, in a post-chaise—nay, with perhaps the sul-

ferings of the diseased, or even the groans of the dying.
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burdening his spirit and haunting his mind, it was

wonderful that he did so well. If critics do not heed such

considerations, so much the worse for their criticism.

Professional (medical) reviewers, at least, ought to he

able to rise to the moderate height of tliis piece of

justice
;
for they know well the whirl and distraction of

the common calling, and how inimical it is to sustained

meditation and reflection, not to .say faultless composi-

tion. The “ last and greatest art ” in writing, the

“ art to blot,” is doubtless of vast importance; but

then it demands time, and that is not always given to

the medical man, more particularly the busy obstetri-

cian. But enough on tliis matter.

The Author cannot close these preliminary remarks

vdthout acknowledging his deep indebtedness to the

better known obstetric works, or, more correctly, to the

distinguished authors of these works. He owes much,

indeed, to them
;
but, at the same time, he can say vith

Baudelocquc, that he has learned not less from closely

obser\dng Nature. She is the great Preceptress; and

if we approach her in a docile spirit, with an anxious

desire for trath and profit, without bias, and free

from the trammels of absurd traditions and rotten

codes, sound and invaluable instruction is sure to be

obtained.

In conclusion, the Autlior hojies that if his Book

should fall into the hands of former pupils, whom he

had the ])leasure of assi.sting in obstetric difllcultics, it

will recall agreeable intercourse, and perhaps also revive
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useful hints and views of practical importance and

interest. If this should be the case, and especially if

they should find obstetric pi’actice go more smoothly

with them, and maternal and fcetal mortality diminish

by an adoption of the imles and practices inculcated in

the work, then will he be well repaid for any little

trouble he may have incurred.

y Teviot How, Edinburgu,

May, 1871 .



CONTENTS.

CHArTER I.

THE TEEVIS.

Position of Pelvis in Skeleton—Bones of the Pelvis—Ai-ti-

culations of—Question of Separation of Joints during

Labour—Pelvis as a whole—Brim, Cavity, Outlet, Axes
and Planes of Pelvis— Difference between the Male and
Female—Soft Parts of—How to measure the—Pelvi-

meters—Deformities of Pelvis—Causes of Deformity, ...

CHAPTER II.

OF THE EXTERNAL GENERATIVE ORGANS OF THE FEMALE.

IMons Veneris— Labia—Clitoris—Clitoridectomy—CJathe-

teri.sm— Urethra— Hymen—Carunculae Myrtiformes—
Perineum—Vagina

—

Functions of—Coition, Physiology
of.

CHAPTER HI.

OF THE INTERNAL ORGANS OF GENERATION.

Uterus, Stnicture of— Mucous Membrane of—Vessels of—Nerves of—(Question of Enlargement of Nerves during
Pregnancy— Fallo[)ian ’^ruhes. Structure and Function of—Ovaries—Ovulation— Formation of Ovule.s— (ir.aafian

Follicles, Rupture of—Cor]iUS J.uteum, False and True—
Difference between.

CHAPTER IV.

MENSTRUATION.

Theories regarding—Period of Occurrence—Recurrence of—Character and (^Iiiantity of Discharge—Symptoms—
Moral ancl Physical Influences ami Results— Source of
the Di.schargc — Condition of Ov.aries during— h’in.al

Bause of— Is it necessary to ( lonception ?

—

Fitness for
I'ecundation—Most likely time, ...

RAGE

1

21



XIV CONTENTS.

CHAPTEE V.

GENEUATION, CONCEPTION, ETC.

Development of Ovum—Sperm Cell—Germ Cell—Place of

Onion between—Act of Eecundation—View.s of Barry,
Biseboff, Keber, Meissner, Spallanzani, Coste, Pouebet,
&c.

, . . .

CHAPTER VI.

PKEGNANCY, OR UTERO-GESTATION.

Uterine Changes during— Cbange.s in Structure—In Cervix— In Mucous Membrane— Decidua Reflexa—Decidua
Serotina—Cborion—^Anmion—Liquor Amnii, How it is

secreted— Uses of—Placenta, Formation of—Circulation

of—Arrangement of Vessels in—Views of Hunter, Good-
sir, Weber, Reid, &c. — Placenta in Lower Animals—
Function of Placenta—Mode of Transmission of Nutri-

tive Material, &c., to Infant—Goodsir’s Description of

—

Site of Placenta—Varieties of—Morbid Conditions of—
Fatty Degeneration— Atrophy—Hypertrophy—Yellow
Induration—Treatment of these Conditions—Funis, Ves-

sels of—Abnormalities of—Coiling of Vessels of—Stran-

gulation of Vessels of—Urachus— Allantois—Foetus—
Difference between Foetus in Vtcro and the Child when
born—Head of Fffitus, its Dimensions—Fontanelles—
Sutures—Signs of Foetal Maturity— Viability— Marks
of Non-Maturity—Sex, relative proportions of,

CHAPTER VII.

PO-SITION OP FOETUS IN UTEIU).

Sir James Simpson’s Views regarding the Causes— Hun-
ter's View—Views of Pard, Mauriceau, Hippocrates,

Galen, Dubois, &c..

CHAPTER VIII.

SIGNS OP PREGNANCY.

Difficulty of Diagnosing diu’ing the Earlier Months—Sus-

pension of Menses—Morning Sickness, Nausea, Vomit-

ing—Bad Consequences of the Vomiting—Treatment—
Uterine Changes—Salivation—Mammary Itvidences—
Abdominal Signs—Right Lateral Oblicpiity of Uterus

—

Freo[uent desire to Micturate—Quickening—I'alse tjuick-

eniug—Ballottement— Uterine Murmur or Soufile—Bruit

PAGE

53

59

88



CONTENTS. XV

Placentaire—Placental iSIurmnr—Pulsation of Umbilical

Cord—Pulsation of the Foetal Heart—Kiesteine—Jacque-
mier’sTest—Pulsation of Vaginal Artery—State of Skin
of the Abdomen and Umbilicus—Sound occa.sioned by
Foetal Movements—Summary of the Signs of Pregnancy
in the order of their importance—Comparative value of

the different Signs—Morbid Phenomena Simulating—
Extra- Uterine Tumours—Phantom Tumours—Spurious

Pregnancy, ...

CHAPTER IX.

EXTEA-UTEEINE PEEGNAXCY, OE F03TATI0N.

Ovarian—Tubal, Tubular, or Fallopian—Al)dominal or

Ventral—Interstitial or Parietal—Ovario-tubal—Symp-
toms—Causes—Progress of the Case—Dangers—Treat-

ment—Gastrotomy in—Destruction (Artificial) of Life

of the Foetus, Missed Labour'—Postponed Parturition,...

CHAPTER X.

SUPEE-FCETATIOX.

Cases by Buffon, Henry, &c.—Doubts of Casper, Gran-
ville, &.C., regarding it—Dr Tyler Smith and Dr Mat-
thews Duircan’s Views—Dr Maton’s Case,

CHAPTER XI.

JIOLAE PREGNANCY, AND DI.SEASES OF F03TUS.

False Moles—Tnie Moles—Hydatiginou.s Variety—Carne-
ous—Fatty—Period of Expulsion of—Symptoms of— -

Extra-Uterine Cases—Tre.atment of—Diseases of Foetus—.Signs of Death of—Relative importance of the various
Signs,

CHAPTER XII.

PREMATUEE LABOUR.

Abortion— Relative frequency of in different Classes —
Causes of—Reflex, Eccentric, Centric— JM.atcrnal and
Ovuline Causes of—SiJccial Cause.s, Lc.ad-Poisoning, &c.—
Habit of Abortion—Symptoms and Diagnosis of— 'I’rcat-

ment—the F(ctal-Conservalivc, and the Foetal-Expulsive
Measures —Prevention of.

PAGE

91

115

1l4

12(1



xvi CONTENTS.

CHAPTER XIII.

STEIULITT.

Causes of. Mechanical and Constitutional—Symptoms

—

Diagnosis— Treatment— Dilatation and Incision— By
Medicines, &c..

CHAPTER XIV.

DURATION OF PREGNANCY.

Method of Calculating—From Sensations experienced by
the Woman—From one Coitus— From Time of Quicken-
ing,

CHAPTER XV.

PARTURITION—LABOUR.

Determining Cause of Labour— Haller’s View—Dr Tyler
Smith’s—Dr Brown-S^rpiard’s—Classification of Labour
— Natural—Unnatural—Complex—Meaning of the Pre-

senting Part,

CHAPTER XVI.

MECHANISM OF PARTURITION.

Mechanism of Labour—Agents concerned in Labour

—

Uterine Contractions or Pains—Source of the Suffering

in Labour—Difficulty and Pain of Human Labour

—

Causes of greater Facility and less danger among the Black

Races—Dangers jieculiar to the Parturient Woman

—

Body to be expelled, or Fcetus—Passages traversed by

Fcetus — Positions of Foetal Head— Movements—Of

Flexion, Rotation, Extension, and Restitution—Coinjia-

rative Frequency of different Positions—Presenting jiart

of Head—Caput Succedaneum, ...

CFIAPTER XVII.

NATURAL LABOUR.

Definition—Premonitory Signs and Symptoms of—Stages

of—First Stace— Second Stage—Third or Placental

Stage,

PAGE

115

150

152

156



CONTENTS. XVll

CHAPTER XVIII.

MANAGEMENT OP NATURAL LABOUR.

Duties aiul Requirements of the Accoucheur— General
Rules for Management of Eir.st Stage—INIcthod of

Making Vaginal Examination—Management of Second
Stage—Support of the Perineum—Support of Back

—

Protherre Smith’s Views on—What to do when Emtal
Head Born—Duties after the Birth of the Child—Third
or Placental Stage—How to Promote Expulsion of the
Placenta—Traction not often required—Plan of Credo

—

Placenta Succenturiata, or Spuria—After-Management
of Xatural Laljour—iMedicines, Stimulants, Narcotics,

Aperients, Drinks, &c.—After-pains—Lochia—Condition

of Utems after Delivery— Diet of Puerperal State— Drs
Oldham and Graily Hewitt on—Tlie Breasts and their

Secretion— When to apply tlie Child—The Nursing
Bottle,

CHAPTER XIX.

OF CERTAIN FCETAL ABNORMALITIES : .SUSPENDED ANIMATION,
ETC.

Emhilical Haemorrhage—Causes and Treatment of—Im-
perforate Anus, Bliuil Colon, &c.. Symptoms and Treat-
ment of—Spina Bifida—Hydro-Rachitis Spinosa—Treat-
ment of.

CHAPTER XX.
UNNATURAL LABOUR; ORDER I. TEDIOU.S LABOUR.

Causes of—Weakness of Uterine Eorce—Wrongly-directed
P'terine Force— Inadeiiuacy of the Voluntary h’orco

—

Rigidity of Os—Redundancy of Licpior Amnii—Prema-
ture Rupture of the Piagof ilendiranes—Non-Formation
of the I’ag— Disadvantages and Risks of Ergot—Wlu ii

Ergot should not bo Given—J’reternatural Toughness of

Memliranes, . .

.

CHARTER XXI.

UNNATURAL LABOUR : ORDER II. POWERLES.S LABOUR.

S3TTiptoms—Treatment—How long sliould wo allow the
Second Stage to proceed witliont interference?— Dr
Hardie’s V’iews,

PAGE

173

•205

211



XVlll CONTENTS.

CHAPTER XXII. PAGE

UNNATURAL LABOUR ; ORDER III. OBSTRUCTED LABOUR.

Sources of Obstruction—Preternatural SmaUness, or Ab-
sence, or Occlusion of the Os—Malignant Disease of

Uterus—Contracted, or Undilatable Vagina—Pelvic

Tumours— Enlarged Ovaries—Vaginal Cystocele—Stone
in Bladder—Vaginal Hernia—Prolapse of Rectum, or

Rectocele— Scybala, or Pieces in Rectum—Svi'clling of

Soft Parts—Unruptured and Imperforate Hymen

—

Rigidity of Perineum—Tumefaction of Labia, ... ... 226

CHAPTER XXIII.

UNNATURAL LABOUR.—ORDER IV. DEFORMED PELVIS.

] ’civic Diameters through which a living Child of average
Size may pass—Diameter through which a Foetus maybe
extracted piecemeal—Symptoms in Obstructed Labour

—

Treatment, ... ... ... ... ... ... ... 234

CHAPTER XXIV.
OBSTETRIC OPERATIONS.—I. VERSION OR TURNING.

Podalic Version—Method of Operating—Cases Suitable for

—Drawbacks—Hand to be Einjiloyed—Combined Ex-
ternal and Internal Method of Hicks—Difficulties and
Risks of the Method—Cephalic Version—Method of

Performance of—Turning by External Manipulation
alone, or Plan of Wigand—How to do it—Dangers to

Mother and Child in Vei’sion—After-Treatment, ... 236

CHAPTER XXV.
INSTRUMENTS EMPLOYED IN LABOUR.

Vectis or Lever—Fillet—Blunt Hook—Forceps, Long and
Short—Statistics of Delivery by Forceps—Function, Aims
and Advantages of Forceps—Drawbacks and Risks

—

Conditions demanding their Emplo3Tneiit—Cases suitable

for^—Method of Application—Sucker-Tractor of Simpson, 251

CHAPTER XXVI.

OBSTETRIC OPERATIONS.—VI. CRANIOTOMY, EMBRY0T05IY,

CEPHALOTOMY.

Statistics—Instruments—When necessary—Method of Ope-

rating—Extraction after Perforation and Cerebral Evacua-
tion—Delivery of Foetal Head, face foremost, ... ... 262



CONTENTS. XIX

CHAPTER XXVII.
OB.STETRIC OPERATIONS.—VII. CEPUALOTRIPSY. PAGE

Various Instruments employed— Table of Measurement,
Weight, and Power of Oeplialotribes—Scanzoni’.s, Baude-
locque’s, Hodge’s, Braun’s, Simpson’s, and Kidd’s—
Cases suitable for the Operation—Method of Operating

—

Limits of Application—Barne.s’ Method of Emliryotomy
—Embryulcia—Evisceration—Decapitation—Method of

Performance, ... ... ... ... ... ... 276

CHAPTER XXVIII.
OBSTETRIC OPERATIONS.—X. SPONDYLOTO:\rT.

Cases suitable for—Method of Operating—After-Treatment
in Embryotomy, ... ... ... ...

_
... ... 292

CHAPTER XXIX.
OBSTETRIC OPERATIONS.—XI. THE C.-ESARIAN SECTION, OR

HY.STEROTOMY.

Statistics—Cases suitable for—iMethod of Operating—In-

struments Required—Is Procreation justifiable in Cases
of E.xtreme Distortion?—Dangers of the Operation—
Cases, Post-Mortem Cicsarian Section, ... ... ... 295

CHAPTER XXX.
OBSTETRIC OPERATIONS.—XII. SYMPHYSEOTOMY, OR THE

SIGAULTIAN SECTION.

Object of the Operation—Arguments against it—Dangers
of it—Vaginal Hysterotomy, ... ... ... ... 304

CHAPTER XXXI.
INDUCTION OP PREMATURE LABOUR.

Cases suitable for, such as Pelvic Distortion—Eatty Placenta
— E.xtreme and Irrremediable Vomiting—Pelvic Tunumr.s
—Dangerous Dyspnoea—Placenta Pricvia—Uricmic Con-
vulsions—Irreparable Rigidity of Vagina—Strangulated
Hernia, and Cancer of Uterus—Methods of Induction—
Oxytoxics—Dilatation of Os—Separation of Membranes
by Sound, Catheter, Bougie, or Eingcr—Scanzoni’s Plan

—

( lalvanism—Braun’s M cthod— K iwisch’s— I ’Ian of Lazare-
witch—Puncturing the Membranes—Bougie into Uterus—Abdominal Friction—Mode of Delivery after inducing
Labour, ... ... ... ... ... ... ... 306



XX CONTENTS.

CHAPTER XXXII.
ON THE LIMITATION OP THE GROWTH OP THE FCETDS IN OTERO.

Plan of M. Delfray.ssd—By Iodine—By Farinaceous Diet— page
By Opium, ... ... ... ... ... ... ... 317

CHAPTER XXXIII.
UNNATURAL L^VBOUR.—ORDER V. MAL-POSITIONS AND

mal-presentations.

Diagnosis of the different Presentations— Head, Face,
Breech, Knee, Foot, Elbow, Hand, &c.—Causes of Mal-
presentations—On the Tendency to a Recurrence of Mal-
])resentations— Face Presentations— Causes—Hecker’.s

Views—Duncan’s Views—Mechanism of different Posi-

sitions—Treatment—Brow— Pelvic— Breech—Manage-
ment of—FootUug and Knee—Diagnosis and Manage-
ment of, ... ... ... ... ... ... ... 319

CHAPTER XXXIV.
TRANSVERSE PRESENTATIONS.

Superior E.vtremities—Shoulder and Arm— Statistics

—

Management of—Spontaneous Expulsion —Side—Back

—

Sternum—Abdomen—Compound Presentations—Hands,
Foot, and Funis—Head, Foot, and Hand, ... ... 331

CHAPTER XXXV.
UNNATURAL LABOUR.—ORDER VI. PLURAL BIRTHS AND MONSTERS.

Statistics—Mortahty—Symptoms and Signs of Plural

Pregnancy—Position of Twins in Utcro—Management
of Plm-al Birth—What to do if the Second Child does

not come away—Locked Twins, Treatment of—Alleged

Sterility of the Female in Twin Births of Males and
Females—Dr Matthews Duncan's Views respecting

Twin-gestation—Are Plural Births an Abnormality 1

Dr Arthur hRtcheU’s Views on—Monsters—Causes of

Monstrosity—Delivery of—Preventive Treatment of, ... 340

CHAPTER XXXVI.

PARTURITION.—CLASS III. COMPLEX LABOUR.—ORDER I.

PROLAPSE OP THE FUNIS UMBILICUS, OR CORD.

Causes of Prolapse of Cord— Statistics — Diagnosis—
Treatment—Thomas’ Postural Method—By Turning,

&c., ... 357



CONTENTS. XXI

CHAPTER XXXVII.

PARTDRITION.—CLASS IV. COMPLEX LABOUR.—ORDER II.

RETAINED PLACENTA. PAGE

Retention of Placenta—From Uterine Inertia—From
Spasm of Os—From Morbid Adhesion—Irregular or

Hour-glass Contraction— Encysted Placenta— Treat-

ment—Absorption of Placenta, ... ... ... .361

CHAPTER XXXVIII.

PARTURITION.—CLASS V. COMPLEX LABOUR.—ORDER III.

FLOODING, HAEMORRHAGE.

Accidental Hasmorrhage—Causes—Statistics—Symptoms— -

Diagnosis—Treatment, ... ... ... ... ... 365

CHAPTER XXXIX.
PLACENTA PRaEVIA, PLACENTAL PRESENTATION, OR

UNAVOIDABLE H.EMORRHAGE.

Varieties of Placental insertion—Source of the Haimor-
rhage in— Various views regarding—Statistics—Symp-
toms—Diagnosis—Treatment—By Version—Puncturing
Membranes—Entire Separation of Placenta before Child
—Plan of Barnes—IMethod of Cohen—Tampon—Tem-
porising means, rest and Haemostatics—Plan of Green-
halgh and Author— Method of Induction of Labour in

Praevial Flooding, ... ... ... .. ... ... 370

CHAPTER XL.

POST-PARTUM Haemorrhage.

Causes—Flooding in presence of a Contracting Uterus

—

Treatment—Method by Cold Injections (Scanzoni)—By
Injections of Solution of Perchloride of Iron (Barnes)—
By Tampon—By Compression of Aorta—Treatment of

Constitutional Results of Hiemorrhage, ... ... ... 306

CHAPTER XLI.

TRANSFUSION.

Blundell on—Brown-Siiquard on— Dieffonbach on— Pro-
fessor Edward Martin, of Berlin, on—Instruments of

Hamilton, Hewitt, and Aveling—Method of Operating, -102



XXll CONTENTS.

CHAPTER XLT],

PARTCTRinON.—CLASS III. COMPLEX LABOUR—ORDER IV.

CONVULSIONS. PAGL
Hysterical—Apoplectic, Epileptic—Causes —Symptoms

—

Treatment—Chloral and Chloroform in—Question of
Bleeding, 405

CHAPTER XL.

UR.EMIO CONVULSIONS.

Connection between Albuminuria and Eclampsia—Simp-
son and Lever’s Discovery—Ammonia Theory—Frerich’s
view—Spiegelberg’s E.^periments—Condition of Kidney
—Relation of Albuminuria to Unemia—Consequences of

Alliuminnria in the Parturient Woman—Treatment

—

(Question of Bleeding, and of Delivery—Induction of

Premature Labour in, ... ... ... ... ... 414

CHAPTER XLIV.

PARTURITION.—CLASS in. COMPLEX LABOUR—ORDER V.

LACERATION.

Statistics—Causes—Seat of Rupture—Symptoms—Treat-
ment, ... ... ... ... ... ... ... 422

CHAPTER XLV.

PARTURITION.—CLASS III. COMPLEX LABOUR. —ORDER VI.

INVERSION OF THE UTERUS.

Rarity of the Accident—Time of its Occurrence—Method of

Production,Tyler Smith and Matthews Duncan on—Diag-

nosis—Symptoms— Treatment— Reduction of Chronic
Cases—Treatment by Incision—Method of Operating, ... 428

CHAPTER XLVI.

LACERATION OF THE PERINEUM.

Varieties of—Causes of—Consequences—Treatment, Rules

of Dieffenbach— Baker Brown's Operation— Langen-
beck’s Operation—Time of Operating—When Operative

Interference is Contra-indicated—Method of Operating

—After-treatment, ... ... ... ... ... 437



CONTENTS. XXlll

CHAPTER XLVII.

VESICO-VAGINAL FISTULA. PAGE

Cause.?—S^Tnptoms—Treatment—By Cautery—By Caustics
—By Sutures—Methods of Dessault, Bozeman, and Sim.s

—Incision Method—Plastic Plan—Causes of Failure, ... 446

CHAPTER XLVIII.

PROLAPSUS UTERI : PROCIDENTIA : VAGINAL RECTOCELE AND
CYSTOCELE.

Predisposing Causes— Exciting Causes — Hypertrophic
Elongation of Cervix—Sym]itoms—Treatment—Means
of supporting Uterus—Pessaries—Operations for Narrow-
ing the Orifice and Canal of Vagina—Astringent and
Tonic Remedies—Vaginal Rectocele—Vaginal Cystocele—Causes—Diagnosis—SjTnptoms—Treatment, . . ... 454

CHAPTER XLIX.

UTERINE MISPLACEMENTS AND FLEXIONS.

Retroversion—Causes—Diagnosis and Treatment—Retro-
flexion—Anteversion—Anteflexion—vSymptoms of Ver-
sions and Flexions—Treatment of Versions and Flexions—Tntra-uterine Pessary—Separation of Recti Muscles of

Abdomen, ... ... ... ... ... ... ... 463

CHAPTER L.

INFLAJIMATION OP MAMMA : MILK FEVER.

Symptoms—Causes—Treatment—Sir Astley Cooper on

—

Excoriated Nipples— Causes— Treatment— Retracted
Nipples, 477

CHAPTER LT.

LAEOUR COMPLICATED WITH CARDIAC DISEASE AND EMBOLISM.

Extreme Dyspnrea—Cyanosis—Treatment — Syncope dur-
ing Labour—Sudden Death during and after Labour, ... 483

CHAPTER LTI.

PUERPERAL FEVER.

Husson, Trousseau, Hardy, and Barnes on—Epidemics of—
Tendency to cling to Maternities—What is Puerperal



XXIV CONTENTS.

PAGE
Fever ?—Different Designations—Scanzoni’s View as to

the Cause—Barnes’ Views—Dr Hicks’ Classification

—

Connection between it and Scarlatina, Erysipelas, and
Typhus Fever—Malignant Form—Symptoms of—Morbid
A ppearances—Treatment—Puerperal Peritonitis—Diag-
nosis—Treatment— Prophylactic Measures— Maternity
Hospitals, their construction, ... ... ... ... 487

CHAPTER LIII.

POERPERAL METRITIS OR HTSTERITIS.

Causes—Symptoms—Diagnosis— Prognosis — Morbid Ap-
pearances—Treatment, ... ... ... ... ... 509

CHAPTER LIV.

UTERINE PHLEBITIS, OR INFLAMMATION OP THE UTERINE VEINS.

Causes—Symptoms—Pyiemic Stage of—Septiciemia—Mor-
bid Anatomy—Treatment, ... ... ... ... 512

CHAPTER LV.

PHLEGMASIA DOLENS : CRURAL PHLEBITIS.

Pathology— Virchow’s Theory— Causes— Symptoms —
Course and Termination—Treatment, ... ... ... 516

CHAPTER LVI.

EPHEMERAL FEVER OR WEID.

Symptoms—Diagnosis— Treatment, ... ... ... 521

CHAPTER LVII.

PUERPERAL MANIA.

Ephemeral Mania—Puerperal Mania Proper—Pathology

Causes—Question of a Recurrence of the Mania—Dr
Tuke on—Symptoms—Symptoms of Melancholia—Diag-

nosis—Prognosis—Treatment—Rislis of Chloral, ... 523

CHAPTER LVIII.

PELVIC CELLULITIS : PERI-UTERINE INFLAMMATION.

Pathology of—Konig’s Experiments—Causes—Symptoms

—Treatment, ... ... ••• ••• ^33



CONTENTS. XXV

CHArTER LIX.

UTEHINE HEMATOCELE. PAGE

Pathology — Virchow’s Theory— Causes— Symjjtoms

—

Course of the Malady—Treatment—Question of opening

the Tiunour, ... .. ... ... ... ... 538

CHAPTER LX.

ON THE AKRESTMENT OP INVOLUTION OF THE UTERUS :

SUB-INVOLUTION, SUPER-INVOLUTION, &C.

Diagnosis—Treatment—Utility of Ergot—Super-Involution

—Symptoms—Treatment— Irritable Uterus—Symptoms
—Treatment, ... ... ... ... ... ... 544

CHAPTER LXI.

HYDRAMNIOS : DROPSY OF THE OVUM : HYDROMETRA: PHYSO-
METRA.

Causes— Symptoms—Treatment—Physometra—Causes

—

Diagnosis—Treatment, ... ... ... ... ... 549

CHAPTER LXII.

PREGNANCY COMPLICATED WTH ZYMOTIC DISEASE, SMALL-POX
AND SCARLATINA.

Pregnancy with Small-pox—How the Small-pox Viru.s ope-
rates—Influence of Small-pox on the Foetus—Should
pregnant women be re-vaccinated ?

—

The child, should it

be vaccinated early during an ejndemic 1 ... ... ... 553

CHAPTER LXIII.

TETANUS IN THE PUERPERAL STATE.

Rarity of the Complication—Cases—Cause.?—Treatment,... 556

CHAPTER LXIV.

AMENORP.HffiA.

Causes—Emansio Mensium—Suppressio Mensium—Sjunp-
toms—Treatment—Best form of Iron—Best aperients—
Diet and Exercise— Apiol, ... ... ... ... ... 561

CHAPTER LXI’.

DYSMENORRIKEA.

Different Forms— Membranous— Neur.algic— Congestive
or Inflammatory—Mechanic.al or Obstructive—Cause of



XXVI CONTENTS.

PAGE
Pain, different Views regarding—Scanzoni on—Treat-

ment—Remedies and Measures on the Eve of the Plow

—

Remedies during the Flow—Operative or Mechanical
Treatment—Plan of Dilatation—Operation by Incision

—

Evils of Incision—Causes of Failure, ... ... ... 5G8

CHAPTER LXVI.

MENORHHAGIA—METKOEEHAGIA.

Causes—Amemia— Bright’s Disease—Prolonged Lactation

—Chronic Hepatic, Cardiac, Pulmonary and Renal Disease

—Treatment—Astringents, ... ... ... ... 581

CHAPTER LXVII.

EEUCOREHCEA— FEUOE ALDUS—UTEEINE CATARRH.

Causes—Sources of Discharge—Diagnosis—Symptoms

—

Treatment—Are we Justified in Curing a Chronic Leu-
corrhma 1 ... ... ... ... ... ... ... 584

CHAPTER LXVIII.

ON SOME UI.SEASES COMPLICATING PREGNANCY ; CHOREA,
PARALYSIS, ETC.

Chorea, Time of its Advent— Causes of—Treatment of

—

Intra-Uterine and Infantile Chorea—Views of Heberden,
Cullen, Gregory, Rufz, Relhet, Meigs, and West, &c., as

regards the Common Time of its Occurrence—Paralysis

during Pregnancy—Paraplegia—Hemiplegia—Amauro.sis

—Facial Palsy— Treatment of—Jaundice—Treatment of

—Eczemaof theVulva—Causes—Treatment—Pruritus of

Vulva—Causes—Symptoms—Treatment—Vaginismus

—

Vaginitis, ... ... ... ... ... ... ... 590

CHAPTER LXIX.

COCCYDINIA.

Causes—Symptoms—Treatment— Subcutaneous Division

of the Muscles, &c.—Extirpation of Bones—Dr Nott’s

Operation, ... ... •. ••• •. ••. ... GO!

CHAPTER LXX.

FLOATING AND ENLARGED KIDNEY, SIMULATING AND
COMPLICATING PREGNANCY.

Dr Priestley’s Opinion—Cruveilhier’sView—Cystic Kidneys

—Solitary and Enlarged Kidney—Diagnosis—Treatment

of Moveable Kidney, ... ... ... 603



CONTENTS. XXVU

CHAPTER LXXI. page

ON 1LS.TERNAL niPRESSlOXS AS A CAUSE OF FCETAL

DEFORMITY.

Mr Child’s Case—Dr J. W. Metcalf .s Case—Dr F. H.
Daly’s Case, ... ... ... ... ... ... 005

CHAPTER LXXII.

VARIETIES.

On Hydrophobia (1) Coming on After Labour—On Human
Milk— Dr C. Meymott Tidy on— Caution re(iuired in

using Uterine Sound—Injection of Anmionia into the

Vein.s—Mortality after Obstetric Operations—Dr Hicks’

and Dr Phillip’s Iu<iuiries Regarding, ... ... ... 609

CHAPTER LXXIII.

ANiESTHESIA.

Simpson the First to Employ it in Labom-—Chloroform,

its Advantages—Doe.s it interfere with the Uterine Con-
tractions ?—Risks and Disadvantages of—Dr Richardson
on—Amylene—Bichloride of Mithylene—Methylic Ether
—Nitrous Oxide Gas, ... ... ... ... ... 015



<

I



PART I.

PRINCIPLES & PRACTICE OF MIDWIFERY.

CHAPTER I.

THE PELVIS.

In' order to understand aright the mechanism of par

turition, a knowledge of tlie organs and parts concerned

in it is indispensable. We Ijegin with the pelvis

first, and shall touch only on those points which are of

obstetric interest, and which it is necessary should be

kno-wn.

1. Position of Pelvis in the Skeleton.—The pelvis is

placed at the inferior extremity of the vertebral column,
with wliich it articulates at its posterior and upper
sui-fiice, forming a striking projection or promontory,
termed the sacro-vertebral. This is a part of deep
obstetrical importance. Below, the pelvis is supported
by the two femoral bones, the acetabula receiving the

heads of the.se bones. The pelvis thus forms the lower

boundary of the abdominal cavity, affording also room
for the bladder and I’ectum, as well as the uterus. This

position, as has been often pointed out, is most admi-

rably ada]ited and designed, foi- nature is enabled to

aid the uterine force of parturition with those other

muscular powers which she emjdoys in the expulsion

of the contents of the rectum,
2. The pelvis in the iqn’ight position is oblique to

the horizon, and not vertical. A perpendicular line

n
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markmg the axis of the trank does not pass through

the centre of the upper strait or brim, but impinges on
tlie symjihysis pubis. (See fig. 1.) Tlie line, again,

tliat marks the centre of

I’ig- 1- this strait intersects the

perpendicular one at an
acute angle. Tliis obli-

quity is an extremely

wise arrangement, foi-

did it not exist,—were

the axis of the trunk

and that of the brim to

correspond, evil conse-

quences would result to

the pregnant female.

The gravid uterus would
gravitate down into the

pelvic cavity, and press

injuriously on the con-

tiguous viscera. Vari-

ous pathological changes

might be entailed, inter-

fering alike with the

jirocess of normal preg-

nancy and that of par-

turition. This obliquity

^ then opposes the injuri-

ous gravitation of the

pregnant womb, by en-

abling it to find a solid

support on the anterior

pelvic bones.

3. Bones ofthe Pelvis.

—The adult pelvis con-

sists of foul’ bones—viz.

,

the two ossa iiinominata,

the sacrum, and the coccyx. During infancy, when

ossification is incomplete. It bones may be counted.
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tlie sacrum being composed of 5, tlie coccy.v of 3,

and each iimomiuate bone also of 3 pieces. As years

advance, consolidation takes place, and by the period

of puberty they are generally blended into one. We
shall touch briefly on these bones separatelj’', liefoi-e

considering them as a_ whole, and as making up the

pelvis.

4. Os Sacrum, or Os Basilare.—This is placed at the

lower part of the ^ertebral column, of wliich it ni;iy be

said to form a part. It is of a triangular shape, and is

wedged in between the innominate bones. Its ajiex is

placed downw'ards, and backwards, while the base looks

upwards and forwards. It is of very spongy texture,

and this with its numerous foramina makes it the

lightest bone in the body. It has four surfaces, an
external, and internal, and two lateral. The anteiior

01 ’ internal surface is the one tliat peculiarly concerns

the ob.stetrician. This surface is smooth and concave,

and constitutes the back wall of the ])elvic cavity.

This hollow or concavity is deeper in the female than
the male, and -wisely so, as we sliall see. For example,

it varies in reference to the segment of a circle, which it

forms in different jieople. If it be too straight it may
retard labour, Iiy hindering the descent of the head;

and, on the other hand, if too much curved, it may also

impede, both towards the brim and outlet. The upper
part of the sacrum, where it joins, through the medium
of cartilage, the last lumbar vertebra, is also a }iart of

much interest and importanee. Tins part, sacral j)ro-

montory, often projects too far foi'wards towards the

pubis, and by dimini.shing tlie size of tins brim retai’ds

labour seriously in numerous cases. Little more may
be said respecting this bone, the fullest description being
obtainable in anatomical treatises.

5. The Coccyx, or Os Coccygis; Huckle or Knuckle
Bone, so called from its resemblance to the beak of a
cuckoo,—a kind of appurtimance of the sacrum. It

is a small triangidar b(jiu-, but important obsbdrically.
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because from being liigbly ossified and ancbylosed, as

infemales somewhat advanced in years, it causes obstruc-

tion at the outlet of the pelvis. It is usually moveable,

however, and as the head comes down, it i-ecedes from
half-an-inch to an inch, thus enlarging the antero-pos-

terior diameter. During labour, when it is hard and
unyielding, it sometimes gets fi-actured

;
at other times

it becomes dislocated backwards, causing no little pain

imtil it is replaced. This little bone has often necessi-

tated the use of the forceps.

C. Os Innominatum.—This bone is situated between
the os femoris and sacrum, and constitutes the lateral

and anterior boundaries of the pelvis. It is divided

into 3 jiarts; the posterior and superior is named the

ilium, the anterior the pubis, and tlie inferior the

ischium.

7. Os Ilium.—This is the largest bone of the three,

and forms with its fellow the false pelvis. To its crista

are attached the chief abdominal muscles concerned in

parturition. The iliac fossa, which is lined with the

iliacus internus muscle, forms a portion of the sphere

on which the lower part of the pregnant uterus rests

towards the close of gestation. At its junction with

the pubis is the ileo-pectineal eminence. The line

running from the tuberosity of the pubis to the pro-

montory of the sacrum— (linea ileo-pectinea)—is the

boundary between the false and true pelvis. The pos-

terior part of the iliac crest joins with the sacrum
(fibro-cartilage being interposed) to form the sacro-iliac

syncliondrosis.

8. The Os Ischium, Os sedentarium, is next in size

to the ilium, and is the lowest of the three bones. The
external surface does not interest us as obsteti-icians,

but the internal is of paramount concern. On this

latter is the inclined 'plane of the ischium, the du’ection

of it being from above downward, from behind forward,

and from without inward. It is on this plane in part

that the head of the foetus rotates as it passes through
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tlie pelvic cavity. Another part of tliis bone must Ije

referred to ^particularly, -vve mean the spinous process.

We need not describe it, as the student has made its

acquaintanceshij) when studying the bones. In some
cases it is marked by abnormality, it is curved too

much inwards, and arrests and disturbs the descent of

the foetus. In tliis way labour may be vastly pro-

longed, and the life of the child jeopardised. The
mother also may be injured by the undue extension of

the labour, unless the accoucheur be a man of skill,

decision, and dexterity.

9. The Os Pubis, iiecten, or share-bone, foi-ms the

anterior wall of tlie jielvis, that is, with its fellow.

From the lower part of the symphysis, and at a sharj)

angle with the horizontal ramus, a thin plate of bone,

the descending ramus, proceeds downwards to join the

ascending ramus of the ischium, and with it to form
one side of the pubic arch. This is a jiart to be care-

fully noted, for uiion tlie angle formed by these two
bones, and the opposite two, depends the dimensions,

the width or narrowness of the arch. Ujion the nar-

rowness or amplitude of this arch, moreover, may hang
an ea.sy or a difficult labour. Of the three foregoing

bones, the ilium enters into brim and cavity, but not
outlet

;
the ischium jiart of cavity and outlet, but not

of brim
;
while the pubic bones enter into brim, cavity,

and outlet.

10. Of the Articulations of the Pelvis.—The joints

of the pelvis are invested with much obstetric inte-

rest. We can only touch on them briefly, but shall

endeavour to notice all that it is important to know in

connection with them.

11. Sacro-iliac Synchondrosis.—Tins is formed, as

tlie student will know, by bone and cartilage. The
layer of cartilage on the sacrum is thicke.st

;
and if the

bones are forcibly separated, this substance I’cmains

attached to the sacrum. It is not a joint, .strictly

•speaking. The union of the bones is not only closely
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eflected by means of cartilage, but by strong ligamen-

tous bands. These render the articulation quite im-

movable, unless very great force be applied. Fiu-ther

strength is imparted by the sacro-sciatic ligaments con-

necting the lower part of the sacrum with the ilium.

We have seen two poAverful men trying to seA^er this

connection in the dissecting-room, but their efforts

Avere unaA'ailing. The student, then, should keep in

mind the vast strength of this articulation, as an inte-

resting question to be afterwards noticed is connected

Avith it. He shoidd notice also the Avay the sacrum is

fixed in betAveen the iliac bones : like the keystone of

an arch, iiiA'crted. Its transverse diameter is greatest

anteriorly, OAving to tlie fiict that the pressure Avhich

it has to Avithstand is from Avithin.

12. Symphysis Pubis.—This is formed bj'- the union

of the pubic Ijones Avith inter\^ening fibro-cartilage.

Tliis symphysis is not A'^ery strong, but it is fortified Ijy

the anterior and posterior j)ubic ligaments, consi.sting

of fibres stretching across, and firmly adherent to botli

bones.

13. The Sacro-Coccygeal Joint is ginglymoid, and
admits of considerable movement backwards, unless

Avhen anchylosed, as before obseiwed.

14. Question of separation of Joints during Labour.

—For a long period, dating, in fact, centuries back, it

Avas held that the pelvic bones separated during par-

turition; more particularly anterioily, at the sjonphysis

pubis, as is found in some of the loAver animals, such

as the coAv and guinea -jiig. There is an eminent

school, including such names as Pare, Chaussier, Gar-

dien, Matthews Duncan, Sigault, <tc., that still strenu-

ously maintain it
;

Avhile many not less distinguislied

aiithors strongly deny it. We have named Sigault

last, but he is not to be deemed the least
;

for, as we
shall aftei’Avards see, he inaugurated an operation—the

Sigaultian—founded upon the hjqiothesis of a normal

separation of this joint during labour. We may state
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that we rather ally oui'selves to the non-sejiarationists,

if we may use the term, and for the following reasons :

—If these bones separated to an extent great enough
to increase the cavity of the pelvis much, we could

hardly expect the woman to recover so speedily as she

usually does, but would rather find her feeble and bed-

rid for several weeks at least. Further, the separation

in ordinary cases is not necessary, there being abun-
dant space for the passage of the child. Even if it

did occur, little extra space would be given
;

for

although the jmbic joint were separated foi- an inch,

only two lines of antero-posterior increase would be

obtauied. Lastly, the separation could not take place

wthout a rupture of the pubic ligaments, and those

of the sacro-iliac articulation—accidents which would
assuredly entail on the woman locomotive incapacity

for a good while at least.

But thougli a separation be denied, it cannot be
doubted that a relaxation of the symphyses does take

place. The articulations, too, are liable to inflamma-

tory action, and suppuration
;
but then these are not

natural jihenornena, but pathological conditions, which
are attended by marked signs and symptoms. For
example, in disruiition of the pubic and sacro-iliac

articulations we should find the patient unable to

stand, or walk, or sit upright, or assume the erect

posture without much uneasmess and difficulty.

15. The Pelvis as a whole.—We have before pointed

out the position of the pelvis, and the advantages

aceming therefrom, and now notice the pelvis itself.

It is divided by the linca ilio-jJecLinea into the false

and the true. The latter mainly concerns us
;

it is

the part concerned in labour, and is worthy of care-

ful study. It is divided into brim, cavity, and outlet.

The brim, or inlet, or superior strait, which is nearly

a plane, consists of an irregidarly curved, prominent
line, its elevation bciim greater behind than in front.

It begins at the middle of the sacro-vcrtebral promou-
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tory, and descends obliquely along the lower border of

the iliac fossa
;

it then curves round and approaches

the pubis, where it ends in the shai'p linea ileo-pectinea.

The form of the brim has been differently described

to

by different authors. It has been called round, trian-

gular, and elliptical. The most important points con-

nected with it are the symphysis pubis, the acetabula,

the sacro-vei’teliral promontory, and the sacro-iliac
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.sym2ibyses. The bi'im has much to do witli jiarturi-

tion. It is often so mucli contracted or deformed as

not only to hinder, but to jirevent, the descent of a

mature fcetus altogether. Deviations in its form or

dhnensions, moreover, generally entail the same on
other parts of the true jjelvis. The chief diameters are

(1.) the antero-posterior or conjugate, which stretches

from the jirominence of the sacrum to the inner and
upiier edge of the pubic symphysis; (2.) the transverse,

which extends across the widest of the brim at

right angles to the conjugate; (3.) the oblique, which
goes from the sacro-iliac synchondrosis of one side to

the o^jposite side of the brim, right above the acetabu-

lum. The length of these different diameters is diffe-

rently stated, but the following are the measurements
commonly given ;

—

Measurements of Brim of True Pelvis.

.\ntero-jiosterior diameter, 4 in. Fig 2, a to h.

'I’ransverse .. 5 in. „ c to cl.

Oblique „ 5 in. „ e to /.

IG. Cavity of the Pelvis.—This varies in dei^th

considerably. Behind, it is about 5 in. deep
;

then
it becomes gradually shallower, till we reach the front,

where we find it about 2 in. The diameters are

—

Antero-posterior, from hollow of sacrum to symjihysis
pubis, 4I in.

;
transverse, at right angles with the

above, 4^ in.
;
and oblique, about 5 in.

Measurements of Cavity of True Pelvis.

-Vntero-posterior diameter, 4^ in.

Transverse 4j n

Oblique „ 5 n

Other measurements of the cavity are im^ioiiant. For
example, from the sacro-iliac .synijiliysis of one side to

the tuber ischii of the other, is G in.
;
and to the ramus

of the isclnum, d in. From the anteidor margin of
the saci'o-sciatic notch to tlu; oj>i)o.site side is G in.
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from the anterior margin of the descending ramus of

the ischium, same level, is 4| in.

17. Outlet of the Pelvis, or Inferior Strait.— (See

fig. 3.)—The outlet is somewhat oval in sliape, but

CO

tb

£

more irregular than the brim, owing to the forward

projection of the coccyx posteriorly, and the arch of tlu;

pubis in front. This arch forms an angle of between

90° and 100°, and will allow of the exit of a circular

body whose diameter is 1;'^ in. The diameters of the

outlet should be well noticed. The figures are very
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siinilai’ to those of the brim, but the diameters are

re-\'ersed. Wliat is the short at the brim is the long at.

the outlet. They are as follows :

—

Measurements of Outlet of True Pelvis.

Antero-posterior (from point of cocc3'x to arch of pubi.s), fi in.

Tran.sverse, between ischial tiibero.sities, 4 in.

ObUque, between sacrosciatic ligament and ascending ramns
of ischium, 5 in.

The antero-jiosterior of the outlet may be increased

a little owing to the flexibility of the coccyx. The out-

let is not exactly a plane
;

it is two planes rather.

18. Axes of the Pelvis.—The axes of the pelvis are

two, one of the brim, and one of the outlet. If, in tin*

case of that of the brim, the imaginary line were

extended, it would touch the umbilicus above, and the

coccyx below. (See lig. 1.) That of the outlet i.s

do-wnwards and forwards from the promontory of the

sacrum to the centre of the space between the ischial

tuberosities. The two lines ci’oss each other at a

considerable angle. A knowledge of these axes is

of much service to the accoiicheui-, for he is enabled

thereby to place the patient in the most favouraltle

position for delivery. In instrumental cases, too,

delivery may l)e facilitated by keepmg them in mind,

just as failure, and probably damage to the patient

may result from neglecting them.

19. Planes of the Pelvis.—The planes of the pelvis

deserve notice, seeing that they have an important
influence during the descent of the foetus. “ They are

imaginary levels stretching between certain correspond-

ing points of the pelvis.” Three planes deservm atten-

tion, viz., the plane of the inlet, or sujierior plane; the

inferior, or that of the outlet
;
and a third, termed )jy

Tyler Smith, the mid-plane. The plane of the inlet,

which is bounded by the linea ilio-pectinea, i.s inclined

to the horizon at an angle of about GO degrees m the

female, according to Naegele
;
that is, in the uniinjireg-

uated condition. Tlie mid-]>hine has an inclination to
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the horizon veiy much greater than the superior one.

Tlie inferior plane, which extends virtually from the

lower margin of the symphysis pubis to the apex

of the sacrum, owing to the mobility of the coccyx, has

Fig. 4.

A to D, Axis of upper strait or brim. C to D, plane of outlet. E to F,

plane of brim. G to H, mid-plane. I to J, curve of Caru-s, or the path tra-

versed by the fcetus in its iiassage through the pelvis, and which should be

well kept in mind during all kinds of artilicial delivery.

an inclination to the horizon of about 16°. If the

extremity of the coccyx be taken, then the inclination

tvill only be about 10°. These various planes, while

varying in their relations to the horizon, and to the
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spinal column, according as the female is pregnant or

not, always stand in the same relation to each other.

From this the important result follows, that the axis of

the planes of the pelvis are fixed, and the passage of the

foetal head, under ordinary circumstances, must also be

the same.

20. Difference between the Male and Female
Pelvis. — The accoucheur, if he did not otherwise

know, would very soon and readily pronounce that the

male was not a child-bearing person, just from an exa-

mination of his pelvis. It is not adapted for the great

function, being “ cribbed and confined.” In the male
pelvis the sacrum has not such a depth of concavity;

it approaches more to the perpendicular
;
the coccyx is

less fiexible, and the tuberosities of the iscliium

approach nearer each other. The depth of the sym-
physis pubis is much greater, the puiiic arch is less

wide, its angle being about 75°; and the sacro-sciatic

notches and foramina are much smaller. The brim of

the pelvis approaches more to the circular sha^ie, and
its cavity is deeper.

21. Soft Parts of the Pelvis.—In the iliac fossa is

the internal iliac muscle, and internal to it is the psoas

muscle. Near the inner border of this latter muscle
are the iliac artery and vein, and the crural nerves and
lymphatics. In the cavity of the pelvis are the obtu-

rator internus muscle, and the pyramidalis, theluemor-
rlioidal and sacral ve.ssels, and the sacral nerves. Tlien

behind is the rectum, and in front, the bladder. The
lower strait or outlet is nearly clo.sed in by the fol-

lowmg structures :
—Sacro-sciatic ligament, coccygeus

muscle, fascia, and cellular membrane.
The ])clvis thus contains a good deal of material

;

but .so skili'ul a packer is Nature, that it is found that

the diameters of the pelvis are but little diminished

thereby
;
only, in fact, from

]
to 1, in. Of course, com-

pression during labour diminishes their bulk too.

22. External Measurements of the Pelvis.—

A
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knowledge of these is useful in regard to the diagnosis

of deformities, as external abnormal deviations gene-

rally imply internal ones. Idere are Naegele’s :

—

External Measurements of the Pelvis.

1. From the tuber ischii of one side, to the post.-super. sj)inous

process of the opposite side, is 6 in. 6 lines.

•J. From the anter. super, spine of the ilium of one side, to the

po.st. super, spine of the other side, 7 in. 10 lines.

3. From the sphious process of the last lumbar vertebra, to the

ant. super, spine of ilium of either side, 6 in. 8 lines.

4. I'^rom the great trochanter of one side, to the post, super.

spine of the ilium of the opposite side, 8 in. 2 lines.

From the centre of the infer, edge of the symph. pubis to

the post, super, spine of ilium of either side, (i in. 4 lines.

123. How to Measure the Pelvis.—Pelvimeters.

—

T’he eye may detect a marked external deformity. We
may contrast the width of the hips with that of the

shoulders, the particular inclination of the ]ielvis, and

the curve of the sacrum, and thus obtain a fair esti-

mate of the make of tlie female—the symmetry, or

want of it, of the j^aids
;
but a more satisfactory

method is by the employment of curved calipers.

The internal measurement, which is the most impor-

tant, LS also the most difficult to accomjilish. Various

pelvimeters have been invented. There are Baude-

locque’s, Coutouly’s, Chaussier’s, (fee.
;
but it is pretty

widely agreed upon that the best pelvimeter is the

human hand. I for one always feel that if i)ossible we
should avoid wood or steel

;
that is, if any piece of

obstetric work can be thoroughly done by the hand, it

is to be preferred.

24. The Hand the best Pelvimeter.—Instrumental

pelvimeters cannot be employed without occasioning

more or less pain to the female
;
besides, they do not

give us such correct and certain results. The finger,

or as it is termed by the French, the toucher, is there-

fore to be preferred. The be,st method is this : Carry

two' fingers of the left hand Avi thin the vagina
;
place
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the free end of the first finger precisely behind the

symphysis pubis, and the point of the second finger

against the promontory of the sacrum. It is seldom

but what one can extend the fingers sufficiently for this,

even in normal cases. The fingers are then to be care-

fully withdrawn, and their position maintained until

the space betwixt the two extremities is ascertained by
compasses or a measure. This plan can be carried out

even when the head has descended somewhat into the

pelvis, for the fingers may be pushed up between it and
the pehdc wall. Another ))lan I have adopted in some
cases of contracted lirim is this. I have introduced the

whole hand into the pelvis, and pushed it u]) between
the symphysis pubis and the sacral promontory. As
one knows, or may readily know, the breadth of one’s

liand, the antero-posterior diameter may be made out

by the number of fingers admitted. If your hand just

fits in, it does not look very promising, but if, say only

two fingers are admitted, it is serious indeed. In a
normal case the hand readily passes up witliout imping-

mg either in front or beliind. More than once I liave

thus been able early, and before a patient has been too

much exhausted, to find out the necessity and unavoid-

ableness of craniotomy. Chloroform facilitates gi’eatly

the internal measurement of the pelvis.

25. Pelvic Deformities and Abnormalities.—A
knowledge of the deviations of the jiclvis from its

normal size, or shape, is of the utmost imjiortance,

because these deviations always affect parturition moi'o

or less, and sometimes render it a dangerous and even
fatal process. In some few very extreme cases it is

even made impossible by reason of them. The abnor-

mal deviations have been divided into the general and
special, the foiuner embracing those eases where there

is cither increased or diminished cajiacity. Those
where there is an excess of room— i]\G pelvis ccquahiliter

jiisto major—are not uncommon
;
while those where

there is an equal diminution of space—pelvis cequahiliter
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jtisto mhior—are a good deal rarer. In the case of the

equally large pehds—that is, one where all the diame-

ters ai-e in excess—one would imagine that it would be
a pelvis highly favourable for easy parturition; and
perhaps, as a rule, this is the case : but there is this

defect attacliing to it, that it may not afford that con-

tact at different points which is necessary for producing

the rotations of the foetal head. But the chief

disadvantage of the over-large pelvis is this, that it

favours the prolapse of the pelvic viscera. We may
have retroversion or anteversion

;
prolapsus utei-i, and

also displacement of the bladder. During the latter

l)art of utero-gestation, moreover, owing to the head
gi-avitating low down into the pelvis, we may have
troublesome pressure on the rectum, bladder, and
pelvic nerves, giving rise to bearing down sensations,

jiainful micturition, haamorrhoids, constipation, and
crural ami sciatic neuralgia. We may notice also that

cases have occurred where the child was expelled so

suddenly that flooding resulted, owing to inertia of the

uterus. The umbilical cord, too, has been found to be

ruptured ;
and more grave still, there may be a risk of

ruptiu’e of the cervix uteri itself, the foetus coming

down so impetuously as to carry it away before it had

time to dilate properly.

As regards the equally small pelvis, which is gene-

rally due to rickets, the resulting disadvantages are

pretty obvious. In some cases the forceps may be

necessary, in others craniotomy. As regards the

diameters of these two classes, the small one is generally

lessened throughout by about |th; whije the large one

may have its diameters increased loy from | to 11,

inches.

26. Special Deformities of the Pelvis.—Deviations

from the normal size and distortions may occur at the

brim, cavity, or outlet. The decrease in the diameter

may exist in all three, or only at one part, such as tlu>

brim, which often happens. On the other hand, a
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diminution at one part sometimes necessitates the same
at another part. They are most frequent at the brim
—conjugate diameter—and at the transverse of the

outlet. Those at tiie brim consist of an approach of

the sacrum towards the pubic symphysis, or of the

latter to the former. In some instances there is, in

addition to this pushing forward of the sacrum, a driv-

ing in of tlie acetabula, resulting in oblique as well as

antero-posterior diminution, and consequently a highly

distorted brim. The pelvis of Isabella lledman, who
was operated on by Dr Hull, was a sample of this kind

of deformity. (See fig. 5.) In some cases the diametens

of the brim are reversed, the conjugate being longest

Fig. 5.

and the transverse shortened. (See fig. G.) Thus the
oval of the brim is transposed. This condition, as has
been ably shown by Matthews Duncan, marks the
malacosteon pelvis. (See fig. 7.) In the cavity deformi-
ties and diminutions often arise from the sacnim being
too little curved, the other parts of the pelvis being
natural. Distortion is occasioned also by ginwths
from the .sacrum, osseous or fibrous. There are in-
stances where an exostosis has impelled to the perform-
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ancc of the Ciesavian section. (3tliev causes of deformity

are fractures of the ^lelvis, extensive ulcerations of the

acetabula, and morbid growths in different jiarts of the

cavity.

Sometimes the arch of the jmbis and the symphysi.s

are of a male character, but this is rare.

Fig. 6.

27. Funnel-shaped Pelvis.—This is not a very

common variety. In this case the cavity contracts

gradually from the brim to the outlet, giving it some-

what of a funnel shape.

At the outlet, dimuiutioii is most common in the

transverse diameter. The tuberosities of the ischium

approach too near each other, and narrow also the

width of the pubic arch. In this way, in addition to

the transverse diameter, the antero-posterior is also

lessened. Anchylosis of the sacro-coccygeal articula-

tion, and a too gi’eat curvature of the lower part of

the sacrum forward, diminish the outlet also antero-

])Osteriorly.
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:18. Naegelc’s Pelvis, or tlie obliquely distorted

pelvis—oblique ovata.

In the majority of cases of distortion or diminution,

the fault, though not in an equal degree, attaches to

difl'erent parts or sides, but in this case it is one-sided.

Fig. 7.

Naegele’s Pelvis
: or, tlic obli<]ue ovata.

Naegcle fu’st directed attention to it, and published a

monograph brimful of research on the subject. The
learned professor collected no fewer than 37 cases of

this malformation, nearly all belonging to females.

This oblique distortion consists of, or rather is due to,

the absence of the sacro-iliac synchondrosis. On the

affected side, which in a small majority of Naegele’s

cases was on the right, there is complete anchylosis of

the sacrum and innominate bone, and not the slightest

trace of articular cartilage is to be discovered. The
sacrum, moreover, is imperfectly developed, and some-
what crooked. As a consequence, the sacral ])romontory
and pubic symphysis are not opposite to each other, the



20 PRINCIPLES AND PRACTICE OF MIDWIFERY'.

latter being inclined more to the right side of the pelvis,

and the former to the malformed side. The pelvic axes
and planes are much altered, and for the worse. Indeed,

Naegele says that in almost all the cases which he
collected fatal results followed to both mother and
child. This eminent man held the view that the

deformity was congenital
;
others think it a result of

inflammatory action and ulceration.

29. Other deformities are caused, and obstacles to

labour occasioned, by spiculie of bone on the edges of

the different symphyses, and along the ilio-pectineal

line. These are, according to Kdian of Bonn, who has

devoted attention to them, just a hypertrophy, or

increase of the size of natural parts. Kilian has also

described a form of distoi’tion produced by disease

and displacement of the lumbar vertebrie, leading to

encroachment on the area of the pelvis. Dislocation

of the hip-joint and anchylosis, due to morbus coxarius,

have also led to pelvic deformity. Dr Matthews
Dimean has written ably on the normal and abnormal
pelvis. He objects, and with much show of reason and
justice, to the views of Gavarret and Dubois, viz., that

the sides of the pelvis are regulated by the wedge-like

pressure of the sacrum. He contends that the lateral

curve is due to the pressure made by the sacrum from

above, and the femora from beneath.

30. Causes of Pelvic Deformity.—The chief causes

of pelvic deviation and distortion are Rachitis, or

Rickets
;
and Mollities Ossium, or Malacosteon.

Rickets is a disease of infancy, and is due to a defi-

ciency of the earthy matter of the bones, rvhicli want
renders them soft and flexible, and unable to sustain

aright the superincumbent weight of the bodj^, or other

pressure. For instance, if the patient maintain the

sedentary posture long, the sacral promontory may be

forced forwards, or the lower part of the sacrum and

coccyx may be driven inwards, and become almost

horizontal. If the erect posture be long maintained.
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the acetabiila may be driven in, and the sacral promon-
tory in the dii’ection of the jiobis.

31. Malacosteon, wliich also consists of a softening

of the bones, is a disease of the adnlt. An important

consideration in connection with this disorder is this,

that it seldom occurs but in women who have borne

children. In this way it may happen that a female

who has given birth to several living children shall

have to be delivered by craniotomy, or even by the

more terrible and fatal ojieration of abdominal section.

In malacosteon the statui-e is shortened, and there may
be various spinal distortions. Here it may be observed

that distortion of the spine docs not necessarily lead to

pelvic deformity
;

the two are frequently but not

invariably associated. As might be expected, both in

the case of Rachitis and hlalacosteon, the site and
nature of the deformity depends on the strength of

the pressure to AvRich the pehnc bones are subjected,

and the dii’ection in which that force is apjdied.

CHAPTER II.

OF THE GENERATIA^E ORGANS OF THE FEMALE.

32. The female organs of generation are commonly
divided into external and internal. The former con-

sist of the mons veneris, the labia majora and minora,
clitoris, hymen, and wagiiia

;
and the latter of the

uterus, the ovaries, and the fallojiian tubes. We begin
Avith the external.

Mons Veneris.—The mons veneris is a triangular
cushiony j)romincnco placed in front of the symjihysis
])ubis, and at jndiei-ty coA'ered Avith hair. In females
much besot Avith adij)ose tissue, it is A’cry l)ulky and
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prominent. It Is made up of fat, and fibrous and areolar

tissue. Tlie use of this eminence is matter of doubt

:

Dr Tyler Smith says that it is to guard the pubis
from mechanical violence during intercourse, and this

seems a plausible explanation. Commonly the hair

covering it is .short and curled
;
but in barren women

it has been noticed to be straight, and shorter or longer

than usual. When this condition exists, it would seem
to indicate an imperfect development of the internal

generative organs. It is at times the seat of abscess,

of cutaneous eruptions, and the nidus of pediculi.

33. Labia Externa, or Majora, or Pudendi.—These
are two duplications or folds, skin externally, and
mucous membrane internally, extending downwards
from the sides of the mons veneris to the fourchette.

At theii' junction above they form the anterior commis-

sure, and they enclose the external organs of generation.

Tliey are tliickest and broadest above, and become gra-

dually thinner as the distance from the commissure
increases, until they disappear at the inferior commis-

sure. Their internal or mucous memln-ane is a con-

tmuation of the vaginal, and it is endowed with a good

deal of sen.silnlity. Between tlie skin and lining

membi'ane the structure consists of adipose and areolar

tissue, fascia, nerves, blood-vessels, and glands. These

latter, which are very numerous, are sebaceous and

mucous, and secrete an odorous fatty matter, and
lubricating material, which diminishes or protects from

the evils of friction. The labia are very elastic and

distensible, and therefore during labour expand im-

mensely without being laeerated. Sometimes, both in

the gravid and non-pregnant state, the secretion of these

glands becomes perverted, and is of an acrid nature,

producing ii’ritation and excoriation of the labia. And
an important matter in connection with this is the

fact, that a dischaige simulating gonorrhoea may be

produced in the male who has connection while this

abnormal secretion exists. The practitioner ufill fre-
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quently be consulted Iqy niavried men sufteving from a

mueo-purulent flow from the iienis, or “ yard” as it is

popularly termed, and who have had no intercourse

vdth any beyond their own chaste and reliable better-

halves. They look tlie picture of melancholy and in-

dignation, and no wonder
;

for, in addition to the pain

occasioned by their iiseudo-gonorrhcea, which, however,

is not very great, they suft'er from a sadly perturbed

mind, believing that their wives must have been guilty

of illicit connection. They will say to you : “This is

most extraordinary and unaccountable
;
they have not

strayed from the legitimate ])ath,” and they have sad

fears and doubts as to the fidelity of their wives. In

such circumstances it is better at once to tell the iiatient

that he may have such a discharge and yet his wife be

unswervingly true
;

that there is such a flux apart

from venereal infection. Our own experience lias

taught us that the man is, as a rule, the most errant

and unfaithful, and that husbands more frequently soil

the purity of their wives, than the latter pollute the

former. If you were hastily to pronounce the dis-

charge a clap, you would assuredly plant the seeds of

hatred in the husband’s breast, and destroy for ever the

happiness of a true and innocent wife. Within the

posterior commissure is a fold of mucous membrane
called the fourchette, which rarely escapes laceration

in primiparous cases. During labour a depression may
be felt between this fold and the edge of the perimeum

;

it is termed the fossa navicularis.

34. Cowper’s Glands.—Tliese are the most im])or

tant of the vulvo-vaginal. They are about the size of

an almond, and are placed, one on each side of the

orifice of tlie vagina. They secrete mucus, and arc

occa.sionally the seat of abscess. The function of the
labia is to facilitate the expansion of the external

opening during labour.

35. The Labia Interna or Minora, or Nymphae,
are placed just within the external labia. They extend
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from near the superior commissure to near the middle
of the orifice of the vagina. They are folds of mucous
membrane, and between these coats are areolar and
vascular tissue and nerves. They are named nymplue
because they were supposed by the older authors to

dii-ect the course of the urine. They mantle the clitoris

and the urinary meatus. The internal labia increase

the secretory surface, but can do little in the way of

increasing the ca])acity of the vulva during labour.

Sometimes they become hypertrophied, and project

beyond the external labia. Dr Bedford mentions a

case where, during labour (so large were they), a prac-

t itioner fancied that he was dealing with a breech case,

the labia being mistaken for the scrotum and testes.

36. Clitoris.—The clitoris is a small mass of erectile

tissue, situated below the symjihysis j^ubis, and between

the labia externa. It consists of two corpora caver-

nosa, attached by crura to the rami of the ischium and

pubis, and uniting in the middle line. Each of the

bodies is covered V>y a fibrous sheath. The organ is

imperforate, but there is a spongy bit in front, called

the glans, covered by integument, hardly worth the

name of lU’epuce. It possesses two muscles, the erec-

tores clitorides, arising from the pubic and ischial rami,

and which are inserted into the crura. A suspensoiy

ligament also connects the clitoris with the pubis. It

is the analogue of the penis in the male
j

is capable of

much erection
;
and is the principal seat of sexual sen-

sibility. As Dr Meigs has it, “ it is the organ of touch

to the aphrodisiac sense.” In some females (hysterical)

it is liable to almost constant erection, and in this state,

when extreme, it offers an impediment to micturition.

Hence, in those women, it is often necessary to use the

catheter. Dr Tyler Smith notices an upAvard displace-

ment, or dislocation, of it, which is common in those

women who indulge in the dejilorable habit of delecta-

tion, or self-abuse. When such females marry, the

sexual orgasm during coition is often awanting, partly
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as a result of this disj^lacement. Small as is the clito-

ris, >ve may state that big events have hung upon it.

It has had tremendous importance assigned to it by
some surgeons, some of whom have declared most ear-

ne.stly that a long train of nervous disorders—hystei’ia,

epilepsy, catalepsy, and insanity, have sjjrung solely

from the irritation of it (the jieripheral irritation of

that part of the pudic nerve su})plied to it). This irri-

tation, they say, is due to self-abuse
;
and as the habit is

deemed almost ineradicable, they recommend the exci-

sion of the clitoris as the only radical cure. Among
those who hold this view strongly is Mr Baker Brown,
a surgeon of much expeilence, and a highly-successful

ovariotomist. He published a good many cases which
were treated at the London Surgical Home, with

seemingly favourable results, and for a short while

clitoridectomy seemed to be getting into favour. Soon,

however, a storm arose. It was believed that some
surgeons were sweeping off the clitoris rather hastily

and unceremoniously— without, in fact, letting the

patient know anything about it,—and the belief began
to grow that it was an uncalled-for operation

;
in fact,

a shamefid mutilation. It was denied that the nervous
disorders above named were due to irritation of this

little bit of tissue
;
and even if such were the case, that

incision of it was the proper or effectual cure. Clito-

I’idectomy came rapidly under serious ban, and some
of the conspicuous clitoridectomists were even expelled

from professional societies in London. The operation

may be performed yet in some quarters, for aught that

we know
;
but there is no parade of it now in the

Joimials, as was wont. Treatment of these nervous
disorders is rather in the direction of moral means,
keeping the patient somewhat under restraint

;
and,

medical, such as the internal use of bromide of potas-

sium. Then the clitoris may bo touched with caustic
or cantharides, so as to render it too painfid for the
patient to handle. If those nervous maladies do depend
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on the irritation of this organ (which may be doubted),
then, by thus stopping the habit, benefit may result.

37. Vestibule.—Between the nymplue, and below
the clitoris, is a smooth groove about an inch long,

termed the vestibule. It is pointed above, and broadens
out below. It is worthy of notice as a guide to the
meatus in catheterism.

38. Introduction of Catheter.—A few words may
be said here in reference to the introduction of the cathe-

ter, as the student may frequently be called ujion to do
it, either dining labour, during pregnancy, or in cases

of uterine and pelvic tumours. It is better to uitro-

duce the catheter without exposing the parts, but this

cannot be easily done without practice, more especially

if, as often happens during labour, these j^arts have
become tumefied. We have known the student try it

for a while without iqdiftiug the bed-clothes, but be

fairly baffled. He has then had to expose the vulva,

and search for it as a jihilosopher did for an honest

man, finding it only when he himself was covered with

confusion, and the woman with shame. Now, this

awkwardness might be avoided by attention to a foAv

rules. The woman being in the ordinary position, thf;

student will bring his index finger down the pubis,

then within the vulva to the anterior commissure,

feel the clitoris, then down the vestibule to the bottom,

when by pressing the finger in with tolerable firmness,

the little firm circular orifice of the urethra will be felt.

Another way is by feeling for the upper part of the

pubic arch, and pressing the finger up against its key-

stone, as it were, when the little opening is readily

detected. Pass the catheter over the point of the

finger, worm it into the apei-ture, slightly depressing

the handle of it at the same time. Occasionally one of

the mucous ducts, near the meatus, may become

enlarged sufficiently to admit a catheter, and thus the

student may get into a cul de sac instead of reaching

the bladder. The novice, too, will frequently pass it into
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the vagina, or even into the nterns itself, discovering

his mistake, perhaps, wlien he finds no response of

urine. A long flexible catheter is very convenient, as

it more easily reaches the recejitacle for the urine, and
the bed clothes are thus less likely to be wetted.

39. The Urethra need not be described here, being

fully dwelt on in anatomical works
;

it may simply be
stated that its length is about 1^ in., and its direction

obliquely from before backwards, and from below
upwards. It runs under and behind the symphysi.s.

pubis, some cellular tissue being interposed. It is

highly dilatable, and small calculi have been removed
through it from the bladder. Stone is less frequent in

the female, partly because any nucleus readily escapes

through this more distensible canal.

40. Ostium Vaginae.—Just below the meatus is the

ostium vagime. Normally, it is somewhat oval in

shape. In the virgin it is partly closed by a mem-
branous fold called the hymen.

41. Hymen.—This is a fold of membrane, usually
delicate, of semi-lunar or crescentic sliape

j
the horns

of the crescent being dii’ected ujiwards and forwards.
This fold divides the extenial from the internal organs.

Sometimes it is mai’ked with small punctures, at other
times it is serrated or cribriform. Occasionally there'

is a central opening. Cases occur where it is imper-
forate, and this gives rise to complications after puberty,
such as retention of the menses and other seci'etions.

Intercourse generally easily ruptures the hymen, but
sometimes it is unusually thick and tough, and requires
to be incised by the surgeon. In some instances,

instead of rupturing, it has simply been pushed back-
wards or upwards during intercourse, and has liad to be
incised during labour, that is, where it formed no
obstacle to the entrance of the semen : in other cases
it has debarred this, and led to the idea of sterility.

Prostitutes have been met with in wliom the membrane
was intact. As insemination and conception may take
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jilace without it being ruptured (that is, in those cases

where it is cribriform, or where there is a small aper-

ture), therefore it is no certain test of virginity. “All
modest maids,” says Dionis, “ cannot give their new
spouses this pi’oof of virginity and virtue, for occa-

sionally it is absent from no fault of their own.”

Let no man then his wife decry,

If this small fold he can’t de.scry;

For if its presence do not virtue show,
So vice is seen not in its overthrow.

It may bo added under this head, that instances are not
uncommon where, when the hymen has been imper-

forate, the menstrual discharge has accumulated to

such an extent as to give rise to a suspicion of preg-

nancy. In these cases an incision has to be made, and
the fluid, which is often dark and glairy, evacuated.

42. Carunculae Myrtiformes.—^When the hymen is

swept away, its place is commonly occupied by fleshy

eminences (4 or 5 tubercles), named as above. Some
hold that they are the remains of the hymen, others

say that they are just reduplications of the mucous
membrane which existed prior to the destmction of

the hymen. About the site of these folds or eminences

there is a good deal of contractile tissue, and sometimes

there is spasmodic contraction of the part so painful

as almost to preclude coitus.

43. Perinseiim.—This is a word that the obstetric

student will hear often. The iierinajum is the space

between the margin of the anus and the posterior com-

missure. Its shape is somewhat triangular, and its

length is from 1 to 2 in., but during labour it stretches

considerably, say to the extent of 3 or 4 inches. One
will sometimes be quite struck by the way in which it

thus thins out and di.stends, just like a piece of india-

i-ubber. It is marked in the centre by a prominent

line, the “ raph6.” Anteriorly, at the fourchette, it is

thin; posteriorly, towards the anus, it is thicker. It is

made up of skin, cellular membrane of a highly disten-
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sible nature, muscles, and the vaginal mucous mem-
brane. The muscles are all inserted by one extremity

Liito fascia, or tendonous structure; an arrangement

which facilitates then- dilatation. A peculiarity of

these muscles, moreover, and which also favours dis-

tension, is, that they are blended with a good deal of

elastic dartoid tissue. When the peiinasum is much
longer than usual, the risk of laceration during labour

is increased. Its function is to suiiport the pelvic

viscera, and to offer, at the same time, an elastic and
(.Ustensible medium during the expulsion of the child.

44. Vagina.—This is the avenue leading to the

uterus. It is a somewhat curved canal, the concave

surface being upwards and forwards. Its direction

approximates closely to that of the outlet of the pelvis.

Its posterior wall is longest, bemg about 5^- in.
;
the

anteiior is only about 4 in. The canal is longer in the

virgin, and those who have not borne children, than in

those who have been gravid. It is longer in the middle
months of the pregnant state than about the begin-

ning, or near the end of pregnancy. It is lengthened

out, too, in some cases of fibrous and ovarian tumours,

where the uteiais is dragged up by these. Its diametei-

varies in various jiarts of its course, being least at the

outlet. When undisturbed, its walls are in contact

;

this serves the important purpose of excluding air from
the uteiais, the entrance of which, as we shall after-

wards see, is fraught with danger. It possesses an
external, middle, and mucous coat. The external

consists of cellular tissue, connecting it in front

with the bladder and urethra
;
posteriorly, Avdth the

rectum and peritoneum
;

and, laterally, with the

levator ani. It touches the peritoneum in the pos-

terior wall, upper part, where the former dips

down between the vagina and rectum. The middle
coat is fibro-cellular, and more dense than the ex-

ternal
;

in fact, it is a continuation of the fibro-

cellular tissue of the uterus. Cruveilhier and other
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iinatomists say that it resembles the clartos. The
mucous membrane is of a pink hue, and is mai'ked

in the mesial line anteriorly and posteriorly by ti’ans-

vei’se riiga3, which enable the vagina to distend to a

great extent. These folds become almost obliterated

in women who have borne children, and also in ad-

vanced age. The mucous surface is dotted thickly

Avith vascular papillae (seen under the microscope), and
well described by Kilian. These probably confer on
the A'agina its peculiar sensibility. The epithelium is

squamous or tesselated. Mucous follicles exist, but

tliey are not so numerous as was once thought, except

at the outlet of the vagina. The mucus Avhich lubii-

cates the canal, therefore, is most likely produced by
the epithelium. The secretion, as shown by M. Donne
and others, is of an acid nature. The object of this

acid Ls to prevent the coagulation of the menstrual

fluid as it traverses the vagina. Were it coagulating

there, its free outflow would be impeded, and irritation

and other complications Avould folloAV. It is also said

to be antiseptic, thus preventing the decomposition of

the fluid by those germs discovered by M. Pasteur,

and on which so much stress, justly or unjustly, has

been laid by Lister and others. Near the mouth of the

vagina is some erectile structure, constituted by a

plexus of veins. There is also the sphincter A-^agime

muscle, a fasciculus of which crosses the vena dorsalis,

and helps to promote the turgescence of the clitoris.

45. Functions of the Vagina.— 1. It is a canal for

the passage of the menstrual secretion. 2. For the

transmission of the foetus. 3. It is an avenue for intro-

ception, and the ascent of the seminal fluid. 4. Organ

of sensation.

It possesses contractile poAver, voluntary and in-

voluntary. This is exerted strongly during labour;

less so during the passage of clots, in menorrhagia,

polypi, &c.

40. Coition.—In regard to the jihysiology of coition,
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.some authoi\s, such as Miiller and Carpenter, liave de-

nied the existence in the female of a sensorial orgasm
;

others, like John Hunter, believe in it. The sexual

paroxysm begins in the clitoris, and ends in a sensorial

orgasm
;
the clitoris, as Hionis has it, being the seat of

tliat great pleasure which women have in the venereal

act. Some of the older physicians held the view that

women in Avhom the venereal oi’gasm was awanting

were sterile; but this is not the case.

C ITAPTEH III.

INTERNAL ORGANS OF GENERATION.

47. The uterus, Matrix, or Womb, is tlie most
important of the internal organs of generation. It

receives and gives lodgement to the ovum, nourishes it

until mature, and then efieets its expulsion. It is

placed at the upper paid of the A'agina, in the middle

of the u]iper paid of the jiclvis, with the bladder in

front and the rectum behind, its upper edge appearing

slightly above the pelvic brim.

The shape of the unimpregnated uterus is jiyriforin,

or, as older writers say, like a flattened pear
;

it is

rounder po.steriorly than anteriorly. In length it is

about 2| in.
;
in breadth, at the widest jiart, about

1

J

in. At the ceiwix it is about an incli. It is about an
inch thick from before backwards, and its walls at tlic

tliickest paid are about -1, an inch diameter. Tlio weight
of tlie organ is about 7 drams. At the lower part is

the os uteri, or mouth of the 'womb. It has two li])s,

an anterior and a posterior. It approaches the oval in

shape, its diameter transversely lieing greater than from
before backwards. The posterior li]) is obscured rather
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by the anterior, which depends a little lower. The
opening or slit is transverse, the external angles being
turned a little backwards, like the mouth of a fish :

hence the name os tincce, which is sometimes given to

it. Above this is the cervix, and higher the body, the

upper part of which is called the fundus. The canal

of the cervix leads from the os uten, is about | in. long,

and of a fusiform shape. It widens a little above the

os, and then contracts again at the junction of the

cervix with the body. It is fiattened from before

backwards. The mucous membrane which lines it is

arranged in a peculiar manner. There ai-e rugie

arranged transversely in columns (4 in number, with

about 15 folds in each), commonly called the arbor

vitas. The rugas are separated by four sulci or grooves;

two divide the anterior from the j^osterior walls, and
tlie other two occupy the middle line of both walls.

They are well seen when the cavity of the cervix is

laid open. Both on the rugie and the intervening

spaces are almost innumerable (10,000) mucous fol-

licles
;

so many indeed as, according to that able

observer. Dr Tyler Smith, to constitute the cervix an

ojien gland. These rugas secure extensive dilating

capacity during the growth of the contained body, as

well as during labour
;
and the follicles or cysts siqsjfiy

the secretion which excludes the atmosjfiieric arr;

wliich promotes the transmission of the spei’matozoa,

and serves as a plug during the gravid state. During

labour also they secrete the mucus which lines, lubri-

cates, and softens the os and vagina. The mucus is of

an alkaline character, that of the vagina, as before

said, being acid. This alkalinity ceases where the

cylindrical epithelium ends, it being the squamous

which secretes the acid mucus.

The cavity of the body of the uterus is triangular in

form, the apex being below, and tlie base above. At

the upper angles the fallopian tubes pierce the utenis.

The thinnest part of the uterine parietes is here, the
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greatest diameter being at the middle 2">oi'tion of the

fundus, and the walls of the body ojt^JOsite the centre

of its triangular space.

48. The Mucous Membrane lining the cavity of the

body is worthy of careful notice. It is about a line in

dejith, and is of a rather 2>ale coloiu’. Under the

microsco^ie numerous jioints are seen, which are the

openings of the follicles. These glands resemble the

follicles of Lieberkuhn in the intestinal canal. They
are tubular and coiled ujion themselves, and are about

l-30th of a line in diameter. They are aiTanged con-

centrically, their mouths o^iening on the mucous surface,

and their blind extremities being imbedded in the

attached surface. Two sometimes o}ien on the mucous
surface liy one outlet. The function of these follicles

is still an open question. The late distinguislied and
lamented Goodsir, the eminent Shaiqiey, and the no
less able Kblliker, believe that they 2U’e})are the material

out of wliich the decidua reflexa is foiTued
;

others

think they secrete the menstrual fluid
;

while some
again afBrm that they sini])ly secrete mucus. The
discharge in leucorrluea is said by some to 2)roceed from
these glands. The ejiithelium caiqDCting the mucous
surface in the cavity of the body is cylindrical and
ciliated. The cilia wave from below iqiw'ai'ds, and aid

the ascent of the s})crm cells. In tlie cavity of the

ceiwix the cilia are often absent. At the inferior jiart

of the canal of the cervix, just at the margin of the os,

the cylindrical and acid-secreting ejiithelium terminates,

and the squamous begins. The entire vaginal asjiect

of the os and cervix is covered by this latter.

Papillcn .
—Beneath the epithedium are numerous

papilhc or villi. A single villus is made iqi of one or

two looped blood-vessels, and an enveloj)e of cellular

substance, all being coated with efiithclium. At the
os they are supj)oscd to be endowed with siiecial sensa-

tion of a sexual nature. They are perhaps also excitors
of I’ellex action.

u
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49. Substance of the TJterus.—The structure of the

middle coat is made up of connective tissue, and elon-

gated fusiform fibre cells. The diameter of these cells

is about l-4000th of an inch. In length they are

rather greater. In the virgin uterus, uninvaded by
disease—in the normal state of the organ—these fibre

cells remain of the same size and charactei’, but during

pregnancy, or the existence of polyjii, or fibrous

tumours, or even during the presence and irritation of

a foreign body, they abandon the embryonic state, and
enlarge and multiply in a I’emarkable manner. In
thus enlarging and develojiing they confer on the

uterus a greater contractile power. We use the term
greater, because some deny that the undeveloped fibres

possess muscular properties. That they are endowed,

however, with contractile power is seen in cases of

membranous dysmenorrheea, where the membrane is

extruded by their influence. Pettigrew found that

the fibres are looped round each other, and that in

contracting they twist, and afterwards resume their

former state.

50. Vessels of Uterus.—Four arteries, viz., 2 sper-

matic, or ovarian, and 2 uterine. The lower part is

supjilied by the uterine, and the upper by the ovarian.

They run a tortuous course, and join freely. The veins

are the same as the arteries
;
they are without valves,

and possess very thin walls. Like the arteries, they

become enlarged during 25i*€‘guancy
;
in fact, they are

large sinuses. There are numerous small lym^ihatics.

51. Nerves.—The nerves suji^^lying the uterus are

from the ganglionic and cerebro-spinal system. The
latter come from the sacral jilexus, and the former from

the hypogastric and renal jilexuses. M. Bouillaud and

otliers deny that the womb receives any from the

cerebro-spinal system
;
but we believe that it does. It

is governed by the ganglionic system
;
but emotion

undoubtedly affects it through the cerebral system,

.lobert held that the vaginal portion of the ceiwix, in
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particular was exem2:>t from cerebro-spinal relation-

ship—that it was insensible, in hxct
;
but this will not

hold water. Experience, INIUller, Lee, and Franken-
haeuser contradict this with irresistible einjxhasis and
demonstration. The nerves have been seen; and then

how often have we found the part the seat of excru-

ciating pain.

Do the Nerves Enlarge during Fregimncyl—Tlu.s is

a disputed point. Dr Idobert Lee, who is entitled to

great praise for his labours in this department, as well

as in many other walks in obstetrics, holds, with

Tiedemann, that they enlarge and multiidy; tliat the

nerves become hypertrophied. Dr Snow Beck said

that this was not the case, and he was rewarded with

a gold medal for his paper. It is probable that the

chief thickening is in the neurilemma, though we have
no doubt that some hypei'tropliy obtains in respect of

the ner\ e substance. Frankenhaeuser lias Avritten an
admirable monogi’aph on these nerves, illustrating the

subject Avitli some finely-executed plates (Die Nerven
der Gebiirmutter und ihre Endigung in den glatten

^luskelfasern, Jena, 1867). In this .splendid mono-
gi'aph he has traced the nerves through the cervical

ganglia of Lee
;
the great uterine plexus, and ovarian

nerves, into the very core of the muscular fibre. The
student wdio Avishes to get thoroughly jiosted up in this

suliject .should read Frankenhaeuser, Tiedemann, Lee,

and SnoAv Beck.

52. Fallopian Tubes.—These ai-e from 4 to 5 in.

long. Direction, ujiAvards and outAvards, then doAvn-

Avards, baclcAvards, and inAvards. They can lie felt like

a bit of cord in the broad ligament, e.specially that [lart

toAvards the uterus. The canal of the tubes is A’ery

small throughout, ami smaller toAvards the uterine end.

It Avill admit a fine stillette. The tubes terminate in

a fringed extremity, like the tentacles of a Jiolyp
;

it is

the fimbriai, or morsus diaboli. This part is applied
to the ovary during impregnation. It is common to
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find one of the fringes attached to the ovary, but the

bulk of the fiinbriie, together with the opening of the
tube, which is larger than the uterine aperture, is

free.

Stritcture of the Tiihes.— Externally peritoneum.

Middle coat is continuous with the middle coat of

uterus, but the fibres are better developed. Some of

them are arranged longitudinally, others concenti'ic

and cu'cular, so as to promote the peristaltic move-
ments of the tubes. There is also a little connective

tissue similar to that of the uterus.

Mucom Membrane .—This is also continuous with

that of the womb. It is disposed into longitudinal

nigie, which folds favour dilatation. Cylindrical and
ciliated epithelium covers it, and let it be noticed that

the direction of the movement of the cilia is from
the ovaries to the uterus. There are no follicles oi-

villi.

53. Function of the Fallopian Tubes.— 1. For the

transmission of the sperm-cells to the ovary. 2. For
the conveyance of the impregated ovum to the uterus.

They are the sperm-ducts and oviducts, and thus play

an important part in the female economy. The gi'asp-

ing of an impregnated ovum by means of the fimbriaj

is a profoundly interesting and wonderful act. It

eclipses the most cunning and dexterous legerdemain.

The tube must be applied to the very spot where there

is an impregnated ovulum ready to emerge, otherwise

we should have extra-uterine pregnancy. That it is

so applied almost unerringly betrays some wondrous

influence existing between the ovum and the fringe

grasping it, or some finely-balanced or adapted reflex

mechanism.

Like bird of rapine, ever on the watch,

Barely it fails the ovulum to catch.

But if the little embryo it spQls,

We have an extra-uterine case, with its sad his.

The embracing of the ovaries by the tubes is partly
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favoured by tlieir congestion, a condition common to

them under sexual excitement.

54. Ovaries.—The ovaries are the analogues of the

testes in the male, and vere called by the older writers

testicles. “ Women,” says an old author, “ have two
testicles as well as men.” They are llattened bodies,

oval-shaped, and about the size of a large almond.

They are placed behind the Fallopian tubes, in the

posterior fold of the broad ligament, dangling loosely in

the pelvis, and about 1^ in. from the edge of the uterus.

They are attached by the round ligament to the uterus.

Structure.—Schrdne has done much to clear up tlie

stmcture of these bodies. The old view was that they

were invested by peritoneum, but Waldayer has shown
lately that this is not the case. By treating an ovary
attached to the broad ligament with a solution of nitrate

of silver, the ovary uncovered by serous membrane is

made of a darker hue than the latter. The cells of the

ovarian membrane, too, are diflerent from those of the

serous membrane. Beneath the investing membrane is

the tunica albuginea. The stroma is of a pale red, or red-

dish-white colour, and consists of fibrous tissue similar

to that of the uterus. The most important part is the

Graafian vesicles, or mucous follicles. These exist

throughout the stroma of the ovary, but are more nu-
merous towards its external surface. With the naked
eye only from 12 to 20 may be observed. With a

microscope they multiply almo.st indefinitely, just as,

under a telescope, do the stars in the blue concave
above. The old view that they were deeply jilaced is

incorrect. There is one matured every month inde})en-

dent of impregnation, that is, in one ovary, not one in

each. The minute structure of these is given wlien

speaking of ovulation. The blood-supply comes from
the spermatic and uterine arteries. The nerves are

from the renal and spermatic plexus : the lymphatics
are not numerous.

55. Ovulation.—The Gi-aafian vesicle, which is about
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the size of a small pea, is just an ovisac. It is seen in

the ovary soon after birth—at first small, but increas-

ing in size uji to the period of puberty. From this time
on to the climacteric period of the “ change of life,” or

final cessation of the catamenia, a series of Graafian

follicles get matured, a^iproach the surface of the organ,

rupture, and discharge theii’ contents, chiefly at a men-
strual period. Structure .—They were described by
Fallopius and Yesalius, but more jiarticularly by de

Graaf, whose name is thus associated with them, as

Hunter’s is with Iletrovension, or Simpson’s with

chloroform, or Quid’s and Naegele’s with the mechanism
of labour. But there were men who did more, and
went deeper than de Graaf. Von Baer discovered the

ovule, Purkinje the germinal vesicle, and Rudolph
Wagner (of Gottingen) the germinal spot. The fol-

licle has two layers, one internal and fibro-cellular, the

other external and vascular, and composed of the true

structure of the ovary. Within the ovis acis— (1.) A
yelloAvish, albuminous, granular mass, the tunica gra-

nulosa, or epithelial lining of the ovisac. Around the

ovule these gi-anules are gathered in a disc-like form

—

discus proligerus.

(2.) The Ovule itself.—This is about l-200th of an

inch in diameter; has an external membrane, called

zona pellucida, or vitellary membrane, or membrane
covering the Adtellus or yolk. Within it is the ger-

minal ve.sicle. This germinal vesicle is about l-60th

of a line in diameter. Lastly, Avithin this vesicle is

the germinal sjAot. An ovule then, it need not be

forgot, is just yolk and its covering, germinal vesicle,

and germinal spot.

56. Rupture of Graafian Follicle.—When the

Graafian follicle is about to shed the ovule, it

approaches to, and projects above, the sui'face of the

OAury. The bursting is thus effected. The granular

fluid— licpior folliculi—which is secreted by the

epithelial lining of the OAusac, increases, and distends
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tlie follicle, until its coats, including that derived from

the ovary, are attenuated and gi'S'e way. The granulai'

fluid, as the follicle bursts, squirts out the very minute
ovum, or ovule rather, into the Falloj)ian tube, which
is ready, nay greedy, as it were, to receive it; and which
tube applies to it a rarely erring gras}). So inmutc
is the ovule that, without this fluid, it could not be

properly grasped for expulsion. Another beautiful

arrangement is this, that tags of the proligerous disc

are thrown out, and restrain the ovule, helping to

direct it into the proper channel. Various theories

have been broached as to how the tube ajiplies itself

to the ovary. Rouget says it is by the coml)ined con-

traction of what he terms the ovarian-tubal muscular
fasciculi. It is a reflex act, the distension of the
muscular fibres of the ovary, which follows the matura-
tion of the Graafian vesicle, exciting it.

57. Formation of the Ovules.—As regards the for-

mation of these. Dr Martin Barry believed that they
were formed from the numerous nuclei existing in the
stroma of the ovary, and tliis is j)robably the correct

view. It is held that the germinal vesicles and their

nuclei are coeval Avith the formation of the ovary, and
that the follicles gi-OAv or develop around them, for the
purpose of aiding their maturation

;
and also to form

the machinery for the expulsion of the ovule at the
culmination of its development,—that is, when it is fit

for impregnation. There is another theory—viz., that
the ovules are developed from the acini separated from
the substance of the ovarian parenchyma (lluscldce).

New epithelium and new germinal substance are con-
tinually being developed during the period of repro-

ductive power.

It may bo added that, as a rule, an ovido escapes
about the end of a menstrual flow, or .shortly thereafter.

Immatures ones have been found to escaj)e oven befoi’o

pubeidy. The period an ovule requires to travel through
the Fallopian tube and uterus is not precisely known.
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58. Corpus Luteum.—Besides the Graafian vesicles

we find in tlie ovary of a woman, more especially if

she have been recently pregnant, a little mass of matter
the size of a pea, of a yellowish-red colour, and which
Malpighi termed corpus luteum (de Graaf called it

coi'pus glandulosum). It contains a central cavity,

which is sometimes filled with coagula, at other times

empty.. It is formed thus. At the period of the

bunsting of the vesicle, before spoken of, the membranes
of the ovisac become congested. Blood is efiused into

its cavity, and, as Pouchet observed, the membrana
granulosa, or epithelial lining of tlie ovisac, becomes
developed in a peculiar manner. It gets thickened by
the formation of new cells, at first of a reddish, then

of a yellow colour. The yellow matter is arranged

in folds, whicli stretched from the cavity to’wai'ds the

circumference of the ovisac. Gradually, by increased

development and the contraction of the ovisac, its

internal surfaces unite, and it becomes of a stellate

form. Before this change has occurred, the effused

blood has become decolorised, liquefied, and in part

absorbed. The substance of this little body is, as

Hunter said, “ tender and friable,” soft and fleshy.

Numerous vessels run through it from the external

surface of the ovisac, and it may be injected from the

vessels of the ovary. Much discrejiancy has existed

in reference to the formation of the yelloAV layer.

Wharton Jones and Dr Lee held that it was a deposit

external to the lining membrane
;
Muller and Dalton

maintain that it is a hypertrophy of the outer mem-
brane; while Kolliker says it is formed jAartly by
hypertrophy of the epithelial lining, and partly of the

internal or fibro-cellular layer of the ovisac. On the sur-

face of the ovary, just over the site of the corpus luteum,

is a raised cicatrix, shoAving the part through Avhich

the ovule escaped. It is difficult to tell the date from

concejAtion at which the central caAuty of the corpus

closes and disappears. It has been found in the sixth
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montli of pregnancy, and it may generally be discovered

to the end of the 4th month. It has occasionally been
found after delivery. It is also diffic\ilt to say when
it disappears from the ovary altogether, for in rare

cases it has even been noticed 5 months after labour.

It is not a permanent thing, however, like the scars of

wounds; and the opinion is erroneous that we can read

the number of children a woman has carried from the

number of corpora lutea existing in the ovaiy. No
;

it leaves no lasting imprint any more than docs the

meteor in the Idue concave above.

59. False Corpus Luteum.—It was an aphorism of

Haller’s, and a true one, that conception always in-

volved or produced a corpus luteum. It is not true,

on the other hand, that, as alleged by the same autho-

rity, a corpus luteum is the offspring of impregnation
only, and is never found in the virgin.

No; the married and the unwed are the .same

;

A virgin’s corpus is no sign of shame.

Tliere is, however, a difference in the aspect and charac-

ters of the two, and it is important, especially medico-
legally, to know this.

Difference hetioeen False and True Corpus.—When
an ovule escapes from the Graafian vesicle of a virgui
ovary, we have changes somewhat similar to those

occurring in the true. The memlu’anous layer, how-
ever, is more limited, and instead of being yellow, is

of a dull-red colour. It reaches its greatest develop-
ment about 3 or 4 weeks after the escape of the
ovule, and then disajipears, leaving only a small
cicatrix. In the case of the virgin, too, other Graafian
follicles are being matured, iii the ovary, while as

regards the true the occurrence of impregnation aiu ests

the development of the ovules. The false corpus has
no vessels, and cannot therefore lie injected. Again,
several are found in both ovaries at the same time.
Lastly, there is no regular central cavity, nor the stelli-

form white lines.
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CHAPTEE IV.

MENSTRUATION.

60. Tlie menstrual flow, menses, or catamenia, con-

sists of a sanguineous cliscliarge from the uteinis every

month. When the flow occurs regularly, a female is

said to be “regular, herself, all right, poorly, unwell,

having her courses, her period,” (fee. When not regu-

lar, or when she has not menstruated at the proper

time, the exjn-essions used are, “ nothing has been seen,

the courses are not right, she is not herself, she has

never been unwell,” (fee. And here let us say, in pass-

ing, that the young physician, when he has occasion to

question a female in reference to her menses, should do
so in the gentlest and gravest manner possible. He
Avould not be rough to a queen, let him not be so to a

jiauper. Let the milliner be treated as gentlemanly as

the marchioness, the dairywoman like the duchess.

But to return. The menstrual flow is a discharge that

may be considered peculiar to the human female. A
particular species of monkey is said to menstruate

;
but

the discharge probably resembles that from the vagina

during the time of heat in the mare, cow, bitch, and
female elephant, and due to the engorgement of that

canal.

61. Some have denied (Eoussel, Emmet, (fee.,) that

menstruation was an original function even in the

female
;
they maintained that it was a result of her

social condition, and not depending on her organiza-

tion. It was said that man in a state of society fed

over-much, gluttonized, ate and drank like an aldennan,

in fact, and thus became plethoric. The menstrual

flow was therefore a drain, a safety-valve, an outlet for

redundant blood. If it did not appear, one thing was
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clear, the female Avoukl burst like a Iiigh-pressui-e

boiler. If this theory had been correct, what ought to

have followed 1 Why, man also should have menstru-

ated
;
duxes and lueniorrhage should have attacked

him periodically
;
for surely good feeding is not solelj''

confined to the softer sex. Galen held that the dow
was due to a plethora, but he didered from Roussel,

who alleged that the congestion was artificially pro-

duced. Facts also are against the doctrine of its being

an accpured habit, a redundancy springing from the

mode of living. Moses stated it to have existed among
the women of his period

;
and among the savage tiibes

who live in a primitive and simple manner it has been
found to exist. Besides, if it depended on the feeding,

why should it be delayed just until the time when the

female is approaching womaidioodl
62. Period of Occurrence.—The time of its appear-

ance marks that of jmberty. “ They are then looked

upon as women,” says Dionis, and now the female is

capable of conception. In this country, and in tem-
perate latitudes, the menses appear about the ages of

14 or 15 years. In tropical countries—Hindostan, for

example—it is one or two years earlier; while in cold

climates, such as Labrador, it is a year or two later in

malcing its appearance. There is thus a difference of
from 3 to 4 years between the natives of the tropical

and ai’ctic regions. There have been occasional in-

stances where the function has begun much earlier,

for instance, at 9 months; at 19 months, at 3 years.

Mr Whitmore gives a case where it occurred at the
extremely early age of 5 days. Another case of me7i-

sb'uatio 'prcp.cox is reported by Dr Ashton in the
“Lancet” for March 11, 1871. The discharge began
at tlic early age of 2 weeks. It was of red colour, and
continued. Nothing abnormal was detected about the
genital organs. In all these cases tlie discharge was
persistent at regular iieriods, and not desultory or
epliemeral.
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(i3. Mode of living, tliougli not the cause of the dis-

charge, probably affects the period of its appearance in

a slight degi'ee. Among the higher classes it appears
a little earlier than among tliose of humble life. Raci-

borski holds that race, ajiart altogether from climate,

influences the time of the appearance of the discliarge.

For instance, if an Indian child is brought to England,

she will still menstruate at the earlier jieriod common
to the tropics

;
while, on the other hand, an English

gild in India will have her catamenia at the same time

that she would have had it at home. Jewish females

also menstruate in high latitudes earlier than the

native women.
The period at which the discharge ceases, which is

termed the “ change of life” or turn of life, ranges from
44 to 50 years. If it began unusually early, it might
terminate a little earlier, and vice versa. It has been

deemed a time of considerable danger to the female,

but, according to the researches of various distinguished

men, women are not liable to greater mortality at this

time of life than men. Thiidy years is thus about the

longe.st period during which this flow is maintained.

During lactation and pregnancy the discharge usually

ceases, although instances happen where it does not.

Dr Sumjiter (“Lancet,” August 31, 1807,) rejiorts an

instance of a female at Cley-next-the-Sea, who was
menstruating regularly at her 77th year. She was a

married woman, but never was pregnant.

04. Recurrence of the Menses.^—The flow occurs

every month, as its name (menses, catamenia) signifies,

or every 28 days, deducting 4 days or so for the period

of its continuance, which is the ordinary term. This

catamenial month, therefore, does not correspond either

to a solar month, which is nearly 30-1- days, nor to a

lunar month—that is, the time between one new moon
and another, which is 291 days. The length or brevity

of its continuance, of course, affects the period of the

interval. If a woman is “ unwell ” for a Aveck, then
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the interval is shorter
;

if for 3 clays, then it is longer.

In many the jieiiod is very inecise, unerring, and
regidar, the same day of the week marking the appear-

ance of the discharge. In others it is less regular, and
very capricious—appearing in some every 2 weeks, or

3, or even every 6. There is a tendency in nature to

abide by some multiple.

65. Character and Quantity of the Discharge.

—

About 4 to 8 ounces escape at each peiaod, and in a

gradual manner—in fact, just a gentle oozing. The
secretion is of a dark-red colour, like venous blood.

It has a peculiar odoui', which you may recognise on
entering the apartment. The fluid consists chiefly of

blood, with an admixture of mucus and epithelium

from the uterus and vagina. Donne, Hassal, Franz,

Simon, Rindskopf, and others have examined it chemi-

cally and microscopically, and found it to consist of

the foregoing, with granular matter from the uterus

and vagina. The discharge is alkaline as it escapes

from the os uteri, but becomes acid from mixing with

the vaginal secretion. It is this acid, and not, as

before imagined, the absence of fibrine, which averts

its coagulation. We sometimes, however, find it

coagulated, and clots coming away, attended with some
difficulty and pain. In such cases the acid must be
deficient, or the discharge so profuse as to neutralise

it, or, OAving to narrowness or stricture of the os, the

blood gets pent up in utero, and loses its fluid character

there.

66. The nature of this discharge was much mis-

represented in former and less enlightened times.

Some ludici’ous opinions were current. By some
authors it was deemed bland and simple

j
by others as

very deleterious, and even of evil and malignant
character. The aueients attributed to it the most
virulent influence, both on animate and inanimate
creation. Pliny alleged that the ajiproach of a men-
siniating woman would turn new wine sour, render
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fruitful trees barren, nay, even destroy their vitality.

Were she to sit near a pleasant and fruitful garden, it

would be transformed into a withered waste. To tread

on a verdant meadow would change it into a “ black
and blasted heath.”

Oh, menstruating woman, thou’rt a fiend,

From which all nature should be closely screened.

On the other hand, Fallo[)ius deemed it innocuous;

and, coming further down. La Motte, though not

sharing Pliny’s foolish fears, had a certain grudge

against it. lie relates with naivete the followingo
^

O
story :

— “ I see,” says he, “ sufficient to make me
apprehend the presence of woman in tliis situation (or

condition), especially if she have red hair. I had a

servant of this kind. One day 1 gave a breakfast to

a number of my friends. White wine is the kind

usually preferred on those occasions, especially if you

intend to eat oysters, and mine was excellent, and was
drawn by this servant. My friends expatiated on tlie

goodness of the wine. The next day I breakfasted in

like manner with one of the friends who had been

with me, but he had no wine but red. I immediately

sent for some of my white wine, but it was found so

spoiled and sour that it was lit for nothing but viuegar.”

The red-haired menstruating domestic, in short, had

turned the delicious sweet vdne into vinegar. “The
same maid aided in salting some pork, which was like-

wise found to be spoiled, though the part tliat was

salted in another cellar by another person was perfectly

good.” These absurd notions, which we can only

smile at, were no doubt the miserable offspring of the

opinion that the discharge was a means of relieving

the system of the woman from peccant and noxious

humours supposed to be generated within her.

The more respectable females generally wear a

bandage to absorb the discharge, although many less

careful women move about without this precaution,

and leave a sanguineous imprint wherever they go and
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tarry. The ancients forbade the use of a bandage,

thuiking that it would retard, or arrest even, the out-

flow of that fluid which they deemed of so baleful a

character. In this climate, at least, there would be

more risk of an injurious arrestment of the discharge

by going wdthout than wth a “ cloth,” for the female

would be less shielded from the chilly air.

G7. Symptoms.—The symptoms which accompany
menstruation difter in different individuals. Some are

but little put about, others suffer a good deal. In
connection with the fu'st menstruation, there is often

much lassitude, pain in the back and head, aching

down the thighs, feverishness, depression of sjiirits,

dark aspect under the eye. Occasionally there is pain

in the thyroid gland. Other symptoms are sympathetic

pains in the mamime, pallor of countenance, debility,

ringing of the ears, paljiitation, sense of suffocation,

starting from slight causes, convulsive twitchings, and
even chorea, changeful and capricious appetite. The
most marked symptoms are witnessed generally in

those young ladies who are brought up in a delicate,

refined, and luxurious manner. As a rule, when the

discharge appears, the more marked symptoms are

moderated, or jiass away altogether. Some females,

however, suffer extremely every successive period.

68. Moral and Physical Influences and Results.

—

Interesting [ihenomena, moral and physical, are now
manifested. The body becomes more I’ounded

;
the

pelvis expands
;
the neck and throat bulge more, and

become more symmetrical
;
the mamnue enlarge, the

nipples jii’otrude; and the whole chest es[)ecially ex-

pands. The voice also changes in a marked manner.
The girl becomes more dignified and womanly

;
the

eyes sparkle with increased intelligence, and puerile
concems are discarded for graver interests.

69. Treatment.—If the advent of menstruation is

attended with a good deal of distress, some little treat-
ment may be retpiired— rest, warmth, and some
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sootliing medicine, sucli as Potassii Bromidum. If it

should fail to appear at the anticipated and jiroper

time, should any attempt be made to force it, as it

were ? Not a great deal should be done in this way :

Trust nature well

;

No medicine can her excel.

Aid her, perhaps, by a sitz-bath, and a little Iron
;

I

am fond of the Tinct. Per-chloride and the Per-nitrate

Liq., and, where tlie stomach is weak, the Ammonio-
citrate. An aperient is often useful, too, as acting by
contiguous sympathy. The aloes and iron pill has long

been a favourite in North Britain, and it has often

proved very serviceable. We think it a mistake to asso-

ciate the iron with the aloes, and have stated our rea-

sons at length when treating of Amenorrhoea, in which
chiqiter the treatment of emansio mensium is given at

greater length. You Avill be often consulted in regard

to its non-apj)earance
;

try mild measures to begin

with, such as those above-named. Many will come
to you lamenting its cessation, much to their vexa-

tion, the cause being that they have done something

worthy of condemnation. You can generally extort,

or t-wist the true cause of the susjiension out of the

most tortuous, evasive, and close-fisted woman
;
and

take care, when you more than suspect that there has

been illicit work, that you do nothing, or even pre-

scribe anything, that may compromise the life of the

contained living body, not to say the existence of its

pertm-bed parent. Were you to be so far lost, much
moral damage would be inflicted also on yourself

70. Source of the Menstrual Secretion.—The source

of the menses is an important que.stion. The discharge

has been fathered on diverse of the generative organs
;

the vagina, the os and’ cervix, the cavity and body of

the uterus, the Fallopian tubes and the ovaries. The

true source is now believed to be the cavity of the body

of the uterus. In cases of prolapse, and, better still.
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ill cases of inversion of the womb, we have positive

evidence of thi.s, for the blood is seen flowing from its

surface. Post-mortem examinations liave been made of

women who have died during menstruation, and the

following appearances have been found : Uterus eon-

gested
;

its vessels gorged with blood; mucous mem-
brane swollen between the body and cervix. In other

cases, and perhaps this is most general and common,
the mucous membrane is shed. Drs Tyler Smith and
Handheld Jones found it so

;
they discovered no traces

of the epithelium or utricular glands. The sub-mucous

sm-face was a pulpy mass, in which were found ends of

vessels, broken tubes, epithelium, blood globules, and
mucous corpuscles. Pouchet supposes tliat a decidual

membrane is formed every period, and discharged in

the form of an albuminous plug, 10 or 12 days aftei'

the flow ceases. Kolliker says that the lining mem-
brane is thickened

;
that the blood escapes from the

ruptured superhcial capillaries, and the epithelium of

the cavity of the body is, for the most part, thrown
off

;
but he deems it an abnormality for the whole to

be cast off. Muller comjiares the change to moidting,

a new epithelium being produced. There is no doubt,

then, but that there is a good deal of bi'caking up of

mucous membrane during menstruation, and discharge

of the debris
;

it is, in fact, exfoliated every month.
A new one is, of course, formed. In the os and cervix

the mucous membrane is not disintegrated, but remains
entii’e. The view that was held by many, that the

catamenia was an exudation merely was exploded after

the nature of the discharge was settled by the chemical

physiologists. Blood cannot csca])0 cxosmotically ;
there

must be rupture of vessels.

71. Condition of the Ovaries during Menstruation.
—Menstniation is not so much to be viewed as the

escape of blood from the uterus as ovular matui’ation.

One or more ovules ripen every montli
;

these excite

ovarian congestion
;
and, in turn, and from sympathy.
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the Fallopian tubes and uterus become congested also.

We may have menstruation, then, without menstrua-
tion in the usual acceptation of the term (a paradox
seemingly)

;
that is, there may be no sanguineous out-

flow as a consequence of the monthly ripeniug of the

ovules. This explains how women may become gravid

although no “ coloured discharge ” has been seen. It

is thoroughly recognised now that tlie ovaries are in-

dispensable to, and the mainspring of, the menstrual

flow. Ovarian excitement, the offspring of the matu-
rity of the ovule, is, in fact, the cause of menstruation.

The power of the ovaries, in this way, is seen in cases

where they are diseased, or atropliied, or awanting.
In the former case, the regularity and quantity of the

discharge has been interfered v/ith
;
and, in the latter,

that is, where they were awanting congenitally, or as

a result of operative interference, menstruation ceased

altogether. This was the case in Pott’s case, at St

Bartholomew’s Hospital. On the other hand, when
the ovai’ies have been present, and the uterus absent,

the menstrual molimen has existed. Pain in the back
occiu’s, and there may be a flow of blood from the vulva,

or an epistaxis,or liEemorrhage from some other part of

the body. Permanent amenorrlioea, therefore, is a

result of the removal of these organs. The menstrual

period is one characterised, as a rule, by the discharge

of a mature ovule
;
but Muller says that it is not a law

that one is discharged every period. It very frequently

happens, however
j
and no doubt the generative system

of the female is subject to the almost universal law of

the periodical discharge of ova, independent of coition.

72 . Final Cause of Menstruation.—The object and

purpose of this function is stiU a matter of speculation.

Some allege—1. That it is to get rid of the redundant

blood employed dm'ing pregnancy in the nutrition of

the foetus
;
and, 2 . That it is to prepare the uterus for

impregnation and conception. Sexual desire manifests

itself in the human female with more force at tliis
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period, aiul in the females of the mammifei'm at no
other time. If the union of the sexes occurs, the OAuile

is fecundated Ijy the direct action of the semen upon
it. If no union takes place, it is extruded notwith-

standing, and enters the Fallopian tubes, Init there

perishes. There are some objections to this view. 1.

Conception could hardly occur prior to the appearance

of the menses, and yet this often happens. 2. It could

scarcely happen witliout their reappearance, or that of

the molunen
;
and yet we find it doing so. Then,

again, it would imply the discharge of the ovule about

the end of the menstnial flow, in order to prevent it

from escaping, or being cai'ried away with it. And
lastly. That conception must take place within a few
days of that period, or else the ovule would also esca})c.

Now, impregnation has occurred 10, 15, and even 20
days after the termination of the menstrual period.

Among the Jews, connection was foi-bidden within

7 days after the catamenia, or 5 days before it, yet

Jewish females conceive like their neighbours.

73. Is Menstruation necessary to Conception 1

—

This question it is difficult to answer, but it may be
safely affirmed that menstruation is not ahvays an evi-

dence of fertility. As a rule, however, women who
menstiTiate regularly conceive, and those wdio are irre-

gular and abnormal in this respect are barren. On the

other hand, again, impregnation has occurred prior to

the first appearance of this discharge, and also after its

final cessation— “ the cliangc of life.” Be it observed,

however, that in these cases thei’e may have been a

serous flow instead— a vicarious secretion unobserved.
Anyhow, as was previously touched on, there must
have been that ovular maturation which is just ccpii-

valent almost to menstruation. Further, if menstrua-
tion, that is, the appearance of the coloured discharge,

does not take place, it seems to imply an imperfect
condition either of the uterus (the home of the embryo),
or of the ovaries; in either of which cases w’e can
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hardly look for impregnation. If the ovary sujiply a

mature and perfect ovule, it may be fecundated apart

from and without the catamenia, but then it may iierish

and be cast off for want of those changes, and that

support, which are the property of a healthy uterus

only. That the ovule be sustained and nourished, it

is necessary that the decidua be formed
;
but can a

non-menstruating uterus develop the membrane 1 Most
j)robably not. The capacity for menstruating, then, is

likely necessary to impregnation, although the capacity

may exist without the discharge. This would account

for tliosc cases which we often find occurring in females

during lactation, where they become pregnant “ before

they have seen anything.” I have met with not a few

such
;
where the woman, between one pregnancy and

another, has had at least no coloured discharge, or

“ show,” as they sometimes term it. The instances are

very rare where concejition takes place before a fii’.st

catamenia, and after the last, or final change. The
latter is deemed an extraordinary occurrence, and is an

illustration of what we sometimes see, where Nature

renews an obsolete and di.sused function, rejiairs a de-

generated part, or restores a lajised sense : such, foi‘

example, as the development of teeth in enfeebled

senility, and the renewal of the senses of vision and
hearing which had long been suspended.

74. Fitness for Fecundation—Most likely Time,

&C.—In the human female, as w^ell as amongst various

of the lower animals, there is doubtless a period when
the liability to become impregnated is greater than at

other times. This is in all likelihood just when the

ovule is thoroughly mature, and bursts from its jirison-

house. This deciduous time is synchronous with the

catamenia
;
hence the period of the menses is that of

greatest aptitude for fecundation. Just before the men-

strual flow, then, is the time for consummating a

fruitful congress. In cases of apparent barrenness, con-

nection may be suggested at tliis particular time
;
for
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iiiuloubtedly there is a tendency among many to

eschew, or give a wide berth to, the “ monthly period.”

History records that Henry II. of France, despairing

of issue, was recommended to cohabit at that time with

the Queen (Catherine de iNIedici), and that by doing

so he achieved an heir to tlie crown.

CHAPTER V.

GENERATION, CONCEPTION, ETC.

75. Generation, Conception, Development of Ovum.
—The fruitful period lasts about 30 years in the human
female—that is, it traverses and embraces the 3 decades

of menstrual or ovular capacity, beginning and ending
^vith it. Nearly half a lifetime, then, does the cajia-

bility of generation, conception, or fecundation exist.

The process is one of profound interest, as much fi'om

its occult nature as from its great results, and it has
giv en rise to many and varied theories—shaky, doubt-

ful, plausible, and absm-d. Dr Allen Thompson, of

Gla-sgow, the distinguished anatomist and physiologist,

states them as follows:—The theory of the Ovists; the

Spermatists
;

or that of combination, evolution, or

ejtigenesi.s. According to the ovists, the mother yields

all the materials necessary for the formation of the

child
;
the male only arousing the formative jiower.s

—

hybernating, sleeping, lying dormant in the ovule.

This view was held by Pythagoras, and also by Aristotle

in a modified form.

76. The 2nd theory, or that of the spermatists, of

which Galen was a disciple, was this, that the semen
of the male alone yielded all the essential parts of
the foetus, the female only furnishing a fit bod for
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its uourislimeiit aud growtli. Then the spermatozoa

(“seminal animalcules”)—these very minute mobile

particles were regarded as miniature men—infinitesimal

Tom Thumbs—and were called homunculi
;
and some

authors imagined that all the dififerent parts of the

body existed already formed in them. Others held

that these were of different sexes—that they copulated,

and begat male and female.

Tlie 3rd view, that of syngenesis or combination, is

this, that male and female both yield at the same time

some product—semen, it may 1 >e
;
that these combine,

and form an ovum or egg, fi'om which the foetus is

formed.

Another view related to this theory is that of meta-

morphosis. Here a form.ative material is supposed to

exist, Imt is said to alter its foim so as to be trans-

formed into the new existence.

Lastly, Buffou’s opinion was that organic molecules

or germs exist in plants and animals alike, that these

possess productive powei's, and that a certain number
are used in the construction of the textures of organised

bodies, and that, in the process of generation, the

redundant rpiautity of them proceeds to the sexual

organs, and there constitutes again the rudiments of

the offspring. Such are a few of the more prominent

theories held
;
many, many more have been promul-

gated, but it were a waste of space and time to

I’eproduce them.

77. We shall rather now give the more recent facts

in connection with the subject. We have alluded to

the existence of the ova in the ovaries. Well, these

undergo, after fecundation, very marked changes.

Some hold that the germinal vesicle disappears
;
others

that it undergoes a wondrous transformation. Martin

Bai-ry maintains that it does not disappear, but that it

returns again to the centre of the ovule, where it

becomes altered by a process of cell-development, which

ends in the production of two cells in the centre of
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tlie yolk, from wliicli cells the embryo is afterwards

developed. The germinal vesicle liinst be viewed as a

parent-cell
;

its nuclear particles, which form the ger-

minal s^iot, are developed into secondary cells
;
these

again are formed into tertiary cells
;
and so on, until

the vesicle has got subdivided into a mass, which leads

to the rupture of the parent cell. From some of these

cells it is believed that a larger cell, the future embryo-
cell, occupying the site of the macula germinativa, and
constituting the true germinal point of the future

being, is formed. It is yet not settled whether the

embryo-cell, which replaces the germinal vesicle, is

formed just before or just after the act of fecundation.

Male Contribution .
—The semen secreted by the

testes is thrown uito the vagina in the act of coition.

The essential jiart of this secretion is the spermatozoa.

78. The Sperm Cell.—The sjiermatozoa, or jieculiar

particles (not animalcule.s, as was at one time thought),

are developed vdthin the seminal cells found in the

secretion of the te.stes. Within the.se cells they are

arranged in bundles
;
but in the passage of the fluid

from the gland through the efterent apparatus the cells

bunst, and the siiermatic particles are set free. The
spermatozoa consist of a flattened body and a tail.

The width of the body is about 1-GOOOth part of an
inch, and the length of the spermatozoon is about

l-10(Jth to 1 -600th of an inch. Kolliker views them
as ciliated cells, and believes that they move about in

the fluid semen, as well as along the mucous mombi'ane
of the vagina and uterus by a succession of wavy
movements. It is the spermatic particles, and not the

seminal liquor, which arc the fecundating power. This

has been proved by experiment—by filtering the semen,

and using both sepai’ately in the fecundation of am-
phibia. These spermatozoa move principally by means
of the undulations of tlieir tail. M. Godard has

discovered some with a very small head, and this kind
is characterised by much swifter movements than
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othex'S. Donne has pointed out that locomotive powei’

is destroyed in some morbid conditions of the vaginal

and uterine secretions, and in consequence the fertilis-

ing power of the spermatozoon is destroyed. If it

loses power of motion, there is an end of fecundation.

If it be the case that the depraved secretions of the

uteins thus injure the spermatic particles, this may
account for some cases of sterility where there is

nothing abnormal in connection with the oAmiy.

79. Spallanzani and others have demonstrated that

very little semen is necessaiy. The spermatozoa within

the sperm-cell correspond with the nuclear particles

forming the macula germinativa, or germinal spot of

the germ-cell. The time origin of the ovum, then, as

distinct from the ovnle, is in the alliance of the geimi-

cells and sjierm-cells furnished by both sexes.

Ac( of Fecundation .—How do these cells unite 1

Dumas and Prevost were of opinion that the sperma-

tozoa pierced the ovule, and liecame changed into pai’ts

of the animal embryo. Dr Martin Barry demonstrated

the fact of the peneti’ation of the ovule, and numerous
other obserimrs, such as Keber, Bischoff, and Meissner,

have verified the same fact. After penetration they

come into contact, and unite with the contents of the

germ-cell. More than one spermatozoon is necessaiy,

and the greater the number penetrating, the more
likely is fecundation to take place. Within the ovule

the spermatic particles become still—they cease their

wavy mobility, break down, and disajipear. By this

time, however, they have effected their jmrpose, accom-

plished their great and intei’esting work, exerted their

fexTilizing influence, inaugux'ated the formation of a

future being.

80. Place of Union between the Germ and Sperm-

Cells.—Some difference of opinion exists as to the

locality of meeting or junction of these cells. The
older authors held it was the womb. At the pi’esent

day the theory most generally held is, that imion (and
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viviiication) is consummated in the ovaiy. Bischoff,

Wagner, Barry, Coste, and others, have detected sper-

matozoa in the ovary of animals that had been killed

soon after connection. Bischoff found them in the

ovary of a liitch 24 hours after copulation, and still

endowed with active motion. And in a female mam-
mal, a day or two after connection, he has seen them
in the oviducts, and on the surface of the ovary. The
spermatic particle, then, is gallant (if^we may be allowed

a little jileasantry), it requii’es not its bride to come
half way to meet it, but ascends and travels its zig-zag

journey, on to the secret bower where I’csides the lady-

love with whom it is to unite. The seat of contact is

not then hypothetical, but a demonstrated fact. We
should mention here, also, that this has been proved by
experiments. Nuck and Haighton placed a ligature,

soon after copulation, around the oviduct of a rabbit,

thus occluding it, and shutting it off from the uterus.

On killing the animal afterwards, it Avas found that the
deA'elojiment of the oAuim Avas jiroceeding. There is a
theoiy (Coste) that points to the necessity of the ovary
being the place of union

;
for it is said that the ovule,

soon after leaving the Graafian A'csicle, deteiiorates, and
loses its capability of being fecundated. But although
union of the cells in the OA'ary has been proA'ed, there
are tho.se Avho yet deny that A’ivification is there accom-
plished. Pouchet is one of them, and he argues in this

Avay. He says that the ovary cannot be the place, on
the ground of the picri.staltic mo\-ement of the Fallo-

pian tubes being toA\'ards the uterus, and not toAvards

the ovaries. Tliis is but a feeble argument, for the
spermatozoa, as already scon, are endoAved Avith the

poAverof locomotion, and need not the aid of this peri-

staltic movement, but arc indcjHmdent of it. Besides,

the dii’cction of the movement of the o\ iduct is easily

accounted for, as it has to bear the ovule to that home—
the uteru.s—Avhere it resides until the fmtus is per-
fected. It may be giTinted tliat occasionally union is
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effected further down, either in the oviduct or tlie

uterus itself

The ovary is the usual place of meeting,
Though sometimes in the tubes may be the greeting;

Or, further down, into the very womb;
But there the ovum may but find its tomb.
For, from the ovary when it gets away,
It rapidly commences to decay.

81. Development of Ovum.—After fecundation

great changes take place in the ovule
;

it is foiined

into the ovum. The first thing observed is the cleav-

age of the yolk, and the division of the cells. The
embryo cell elongates, and then divides into two by
spontaneous fissure (Swammerdam). At the same
time, the yolk divides into ttvo portions, in the centre

of each of which is found one of those embryo cells.

The two cells again divide, and subdivide, first into

four, and then into eight, and so on, yolk and cell com-

bining together to form a mass called “ the germ mass.”

Tlie yolk, undoubtedly, foi'ins the material for enabling

the cells to multiply. It is from this germ-mass that

the entire structure of the being is formed. The cells

which lie nearest the surface, and immediately under
the zona pellucida, become grouped together, and form
the germinal membrane or blastodei'in. This mem-
brane then divides, in the first instance, into two
layers—the external or serous, and the internal or

mucous. Afterwards, other cells of this mulberry or

germ-mass gather between the mucous and the serous

layers, forming a thii-d layer, termed the vascular. In

the last layer, \iz., the vascular, the heart and vasculai-

system grow and develop. The mucous layer gives

origin to the mucous membranes and glands
;
and out of

the serous one are formed the brain and spinal marrow,

the extremities, and other parts of the skeleton. Such

is a brief outline of the changes effected in the ovtde

after fecundation. To enter more minutely into the

matter would be inconsistent wdth the scope and pur-

pose of this short work.
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CHAPTER VI.

PREGNANX’Y, OK UTERO-GESTATIOX.

82 . Pregnancy, &c.— The period of pregnancy is

that space of time which extends from fecundation to

parturition. It is a period of surpassing interest, not

only to the woman, but (owing to its bearing on the

economy, and tlie great changes which it effects in

varioiis organs), to the physician. These changes are

not to be viewed as morbid, but simply as natural pro-

cesses adapted to the attamment of a great end. It is

true that some females suffer much physical distress

during this period
;
but it is no less true that many

others not only do not suffer any, but are blessed with

an increased measure of health and strength. In the

first case there wmre probal)ly weaknesses, or morbid con-

ditions, latent or patent, existing before pregnancy, and
these have become aggravated by it. It is a period of

constitutional excitement, the neurotic and vascular

system participating much
;
and while in delicate and

chsordered females (some of them, at least) there is,

owing to this, an augmentation of distress, in others,

of a healthier type, there is an advent of fresh liveli-

ness and vigour. Nay, in some sickly women (phthi-

sical, for instance), this state, far from being patholo-

gical, is tlic I'ever.se : it combats the morbid elements,

and robs them for a time, at least, of their destiaictive

})Owei\ Women fast verging to “the everlasting bourne
wdience there is no return” liave in this way their

mundane existence prolonged for ycai'S. Under nor-

mal conditions, then (but, alas ! at tliis tune of day
liow rare is the normal), the period of utero-gestation is

not an abnormal one
;
and this is a benignant arrange-

ment, for grave and terrible enough are the gravid
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woman’s pangs when the day arrives that she has to

bring forth her offspring. It has been said that this

period is one of excitement; and, it may be added,

that effects are often manifested with electric speed.

Immediately after fecundation, females have been con-

scious of this, and have experienced the most unwonted
sensations.

83. Uterine Changes during Pregnancy.—When
impregnation has taken place, a mysterious imjmlse is

communicated to the womb, and it becomes subject

to increased vital action
;

this, too, be it remembered,

before the ovum arrives in its expectant cavity. It

becomes congested
;
there is an afflux of blood to it

;

its vessels enlarge, and indistinct ones are seen to grow
and expand, and convey blood for the first time. The
coats of the arteries also become thickened and stronger.

Tlie veins become distended, and the lymphatics grow
until they become visible. The nerves also increase in

size. The parenchyma of the uteiais, more particularly,

undergoes great change. It enlarges by an increase of

the fusiform nucleated fibres. The walls increase in

thickness, at least during the first three months, until

they are from ^ to of an inch tliick. Particularly

notice where this increase first begins. It is fii'st in the

fundus, next in the body, and lastly in the cervix.

Some hold the opinion that it enlarges first where the

placenta is placed, and then in other parts as a result

of the pressure made on it by the contained ovum.

During nearly one-half of the period of pregnancy the

uterus remains in the cavity of the pelvis. After this,

when entering on the fifth month, it ascends, and in

the fundus in those females who are not much loaded

anteriorly with adipose tissue, it may be felt above the

pubis. About the 5th month it arrives about midway
between the pubis and umbilicus. At the beginning

of the 7th month it is at the umbilicus
;
at the end of

this month it is midway between the umbilicus and ensi-

form cartilage, and then it reaches this cartilage itself
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before the end of the gravid period. About the latter

half of the 9th mouth it rather descends somewhat again,

owing to the yielding of the abdominal walls. At this

full term it occupies the whole of the anterior part of

the abdomen, and may be felt as a tense body. The
length of the uterus at this time is from 12 to 14 in.

;

its breadth about 9 in., and antero-posteriorly also

about 9.

84. Changes in the Cervix Uteri.—The cervix

swells and becomes softer
;
has a soft and cushiony feel

;

and the os is somewhat dilatable. The follicles enlarge

and may be detected by the touch. During the early

part of pregnancy, iip to about the end of the 3rd month,

the os descends a little, and is slightly anteverted, or

turned forward. As the uterus ascends, there is ante-

version of the fundus, and the os is then retroverted,

or turned backward. Between the 5th and Gth month,
the cervdx shortens by the expansion of the womb.
At the Gth mouth it is said to lose about -|th of its

length, and it shortens gi'adually until it may be said

to disaiipear, or form paid of the enlarged cavity of the

uterus, at the end of the gravid period. The method
and time of shortening has led to dispute. The old

opinion was that, after tlie 5th month, the cervix began
gradually to develop, and expand from above down-
ward.s, and thus contributed to the formation of the

uterine cavity. Through the labours of Stoltz, Cazeaux,
and Matthews Duncan, this opinion is in the way
of explosion. The cervix becomes hypertrophied and
softened, but it is not dcvcloj)ed until the last month
of ge.station. There is an old memoir by Weitbrccht,
“ Dc Utero IMuliebri,” which shows that he, more than

100 years ago, held this view, deemed a discovery

of Stoltz. The shortening of the cervix, is not by
distension of the uterus l)ut by a[)pro.ximation of its

extremities.

80. Changes in the Mucous Membrane of the
Uterus.—Sti-iking alterations of the lining membraire
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take place. It becomes turgid and tliickened, and tliis

state marks more especially the tubular glands (2 lines

long), and the capillaries occupying the interspaces of

these. The villi elongate, and over and between them,
is exuded a layer of pulpy matter, celloid particles, and
albuminoid material, the quantity being large. The
glands enlarge so much that they can be seen by the

unaided eye. This enlargement of the follicles and
capillaries, together with the exuded material, are just

a transformation of the lining membrane, and it is

this which constitutes the decidua vera. This change
was described by William Hunter, and lienee it is

often called the decidua of Hunter. This pulpy material

soon acquires consistence, and lines the whole cavity

of the womb. It was termed decidua from the fact of

its fall, or shedding, taking place, which it does at the

time of labour. If there has been dispute about the

cervix, there has been even more about the method
of formation of this decidua. Some have held the

opinion that the decidua vera was a new formation
;

this was the opinion of Hunter. On the contrary,

such able physiologists as Coste, Sharpey, and E. H.
Weber, believe it to be only a hypertrophied condition

of the mucous membrane. It contains the same glands,

and othercharacteristics, and maybe therefore j ustviewed

as a modification ofthat membrane. This decidua is an
opaque membrane of a reddish-grey colour, and it is in

contactwith thewhole of the internal surface ofthe uterus.

It is rough and flocculent externally, or where it is in

contact with the uterus, smooth on the inner side, or

that next the ovum, glistening, in fiict, like a serous

membrane. It is very vascular, and is supplied with

Idood from the vessels of the womb. Dr Montgomery
examined it minutely, and thus reports :

—“ On the

external surface a great many cup-like eminences, or

cotyledons like little bags exist. Some of them are

closed sacs, others are open at the end next the utenis.

Within theii- cavity a milky fluid was sometimes
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found.” Dr Montgomery suggests that these cotyle-

dons are reservoirs, or storehouses, for tlie nutrient

fluids separated from the maternal blood, and destined

for the nourishment of the foetus.

86. Decidua Reflexa.—The decidua vera consists of

two layers
;
the other one is termed “ reflexa.” As

opinions differed with respect to the decidua vera, so

views conflict in reference to the way in which the

decidua reflexa is produced. Goodsir, the lamented

iUiatomist (and who sacrificed his health to his loved

pursuit), explained its formation tlius. The decidua

vera, he held, was the mucous membrane altered by a

[trocess of cell-development. The ovum, on entering

the uterus, he thought, then became buried in the

cellular material soiii" to form the decidua vera, divid-

ing it into two parts. According to this i-eliable

authority, it is formed out of the cellular secretion

derived from the decidua vera. Coste’s view, which
is well worthy of support, is this. Ho says that so

soon as the ovmm enters the uterus, it becomes partially

buried in the soft pulpy mucous membrane forming the

decidua
;

the precise jjart of the decidua where tlie

ovum is imbedded becoming the seat of increased

nutrition, which impels it to develop around the ovum,
just as fleshy gi-anulations surround the pea of an
issue. Tlie altered mucous membrane increases thus
in thickness at the point where the ovum is situated,

and develops around it until both extremities meet and
unite. Thei’e is not much difference here between the
views of Coste and Goodsir.

Another view is this, that the ovum, instead of

getting imbedded in the material of the membrane,
pushes the decidua before it. It removes a ]iortion of
the membrane from the uterus, and as the ovum
develops, the decidua reflexa grows also, until at the
end of pregnancy its inner surface is in contact with
the inner surface of the decidua vera.

87. Decidua Serotina.— Tliis is that part lying be-
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tween the placenta and the uteiMis. A part of the ovum
is left uncovered by the decidual membrane, but another
develops until it joins it. It is, as it were, a patcli jmt
upon the opening caused by the entrance of the ovum
into the plastic material wldch forms the decidua. The
principal use of the decidua is to afford a nidus for the

ovum in its earlier stages, and^ by means of its glands

to supply needed nourishment prior to the development
and organization of the placenta.

Hydro-perione of Breschet.—That part of the cavity

of the decidua not occupied by the ovum contains

a secretion, of an albuminous nature, exuded from

the thickened and altered mucous memljrane. This

contributes to tlie nutrition of the early ovum, before

the placenta is elaborated. Breschet termed it tlie

hydro-perione—fluid of the perione.

88. Chorion.—The chorion (choros, a band or col-

lection), so called from its shaggy fringe of villous

excre.scences, is the outer coat or envelojje of the OAUim,

and it is develojied before tlie ovum enters the uterus

;

for when the latter has reached the womb, it is found

to possess both chorion and amnion. It is a shining,

transparent, and rather tough, membrane, covering the

whole of the ovum, with the exception of the placenta,

which interposes between it and the uterine wall. It

is doubtful whether the chorion is developed before

or after fecundation. Wliarton Jones, Valentin, and

others hold that the ovum, as it passes down the

o\dduct, becomes covered witli an albuminous coating.

This adheres to the vitellary membrane or outer cover-

ing of the ovule, and constitutes the chorion. This

albuminous layer is the analogue of the white of the

egg, and yields nutriment to the ovule. Though the

chorion is smooth and glistening when first developed,

no sooner has it arrived at the uterus (for its 9 mouths’

sojournment) than it assumes a villous appearance. It

is then fitly termed “shaggy chorion.” These villi,

which are processes thrown out by Nature for purposes
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of absorption, liave been variously viewed and desig-

nated. Hunter termed them vessels, and Burns, Baillie,

and others also so named them. Goodsii' and Mont-
gomery deemed them as analogous to the spongioles of

a plant. If so, they absorb nutriment by endosmosis.

Breschet, Velpeau, Carus, do not consider them as

blood-vessels either. But although at an early period

they are neither blood-vessels nor canals for the passage

of the same, at a more advanced stage vessels are de-

veloped in connection with them,— they convey, in

fact, the embryonic vessels. As the ovum grows, these

\ illi undergo a change
;

they diminish in size, and
disapj)ear, except at that part where the placenta is

formed. By the end of the 4th month this oblitera-

tion has taken place. AVhat becomes of the remaining
villi'? Are they transformed into placental villi? Not
exactly

;
but they form the internal part of them. They

are collected and gi-ouped together to aid in the forma-
tion of the placenta. They are the frame-work on
which vessels ramify and travel from the ovum to the

uterus. The chorion may be split into two laminfe,

especially where it covers the placenta. The outer is

the exo-chorion, and the inner the endo-chorion.

89. The Vesicula Alba.—Before going to the am-
nion, the umbilical vesicle may be noticed. It lies in

the space between the chorion and amnion. It exists

always in the eailier months of utero-gestation, and is

connected with the intestinal canal. It is the vitellus

on which the emlnyo is first formed, and it is analo-

gous to the yolk of the egg, but only it is not enclosed
within the abdomen of the foetus at last. In early ova
it is pretty large

3
lies upon and communicates with

the intestine. It gi'adually forms a jicrvious canal.

About the 2nd month it shrink.s, and ceases to be per-

vious. It consists of two laminm, an external vascular,

and an internal mucous one. It possesses two vessels,

the omphalo-mesenteric artery and vein. It shrinks
and collapses to the end of the gi’avid period. Accord-

F
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ing to Velpeau, it is subservient to the nutrition of

the embryo, until the cord and umbilical vessels are

formed.

90. Amnion.—The amnion is a thin and transparent

membi’ane, resembling the chorion a good deal, l^ut of

stronger texture. It is made up by the coalescing of

the layer of small vesicles formed on the inner surface

of the memlirane which invests the vitellus with the

mulbeiTy-lihe structure formed in the centre of the

yolk, but passing to its circumference. M. Coste calls

it a time epidermis of the blastoderma, and says that it

is detached from the external surface of the embryonic
spot. This memlirane is intei’nal to the chorion, and
invests the embryo very closely at an early period. It

is continuous with the common integument of the fcetus

at the open abdominal parietes. At a later period of

pregnancy it is separated from the foetus by the liquor

amnii, which it secretes, and which is the fluid in Avhicli

tlie child floats. It finally approaches and unites with

the chorion, the tunica media intervening. This tunica

media is an extremely delicate, transparent substance,

resembling somewhat the arachnoid membrane. It is

called by Velpeau, “ Corjis reticulare;” and he con-

sidered it to be the allantois
;
but this view has not

much support. The amnion gives the outer coat to the

foetal face of the placenta, and to the funis umbilicus.

The function of the amnion is to afibrd, along wdth the

chorion, a protection to the ovum, besides, as before

observed, to secrete the amniotic fluid. The two mem-
branes form occasionally a tough bag

;
at other times

they are feeble and easily ruptured. When very tough,

as we shall notice further on, tliey retard labour
;
and

when very slender, they also delay it in some cases, by

rupturing prematui’ely, and entailing dry jjassages, and

by not forming the invaluable dilating bag. On rare

occasions they have not given way at all, and the entii-e

ovum has thus been expelled. Occasionally, a little

fluid exists between the amnion and chorion. This,
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which happens seldom, is called the false ivaters, the

true being within the amnion.

91. Liquor Amnii.—This is the name given to the

fluid, or “ waters,” as it is commonly called, in which

the foetus floats. It varies much in quantity. At
times it will be about 1 oz., at other times it will

amount to a gallon or two. We have seen it gush out

and down into the floor like a cataract, making young
doctors and old women tremble. Its j)roperties also

vary. In some instances it is clear and odourless, in

others it is opalescent, brownish, or black
;
dirty, viscid,

and offensive to the olfactories. It contains various

salts, such as sod. chlor., calcis jff^osph., and some
Benzoic acid, also some albumen. Its quantity, as a

rule, increases as pregnancy advances, though relatively

to the dimensions of the foetus it diminishes.

92. How the Liquor Amnii is Secreted.—This has

been matter of controversy. Some hold that it is a

secretion from the foetus, either urine or perspiration.
“ jMost autliors,” says Dionis, “ take this water to be

the urine of the foetus, because of its saltish taste but
he properly adds, “ that is no sufficient reason, for the

teai-s and other serosities have also the taste of salt,

and yet are not urine.” lie also says, “ Did the foetus

make water all the time, more than a bucketful would
collect.” It was poor logic to conclude it urine becaiose

of its saltishness
;

as well, if it had been sweetish,

might they have called it arsenic or acetate of lead,

because both, like sugar, ai’c sweet. No one now views
it as a foetal secretion. It is known to exist before the

embryo is visible. It is now universally held to be an
exudation from the internal siirface of the amnion.

93. Use of Liquor Amnii.—Its use, like its origin,

or like the origin of man, has been much controverted.

At one time it was supposed to be for the nourishment
of the fetus. Haller, Heister, and Muller hold that
it passed into the stomach, because hairs had been
found in that viscus. Muller, however, says that this
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mode of nutrition must be of little value, being of quite

iuadequate amount. Rigby tliouglit it would be suffi-

cient to sustain the fmtus in the very earliest part of

pregnancy, from the fact that at this time the fluid

contains most nutritious matter. Many arguments
may be brought against this view. Isi, It is not

required, there being a system of vessels arranged for

the purpose of nourishing the foetus
;

‘Ind, It is some-

times so foul, offensive, and even putrid, as to render

it totally unfit for such a purpose
;

?>rd, It has been
analysed, and found to contain an insignificant quantity

of nutritious matter
;
RA, Monstrosities have been de-

veloped, and born alive without msophagus or diges-

tive canal.

94. Real Use of Liquor Amnii.—Its proper func-

tion would seem simply to be to protect the young
embryo in the earlier weeks, esjiecially from the pres-

sure of the uterine walls, and to protect the vessels of

the placenta and cord at a more advanced j^eriod,

which otherwise would be in danger of having their

cii’culation arrested by com^iression. Then it also

affords some protection to the contained body from

any blows or forces acting on the abdomen, and per-

mits of free movement to the limbs of the foetus, which
mischt otherwise be restrained in a manner adverse toO

^ ^

development. A further and highly important use is

this, that during labour it contributes to the formation

of a soft bag, which helps materially to dilate the

mouth of the uterus. Lastly, when this very service-

able bag is ruptured, the “ waters ” lubricate the vagina

and external parts, softening them as by some process

of enchantment, and smoothing the passages for the

descent of the child.

95. Placenta.—The placenta (after-birth, or after-

burden) is the organ through whose medium the foetus

is sustained and nourished. It was called placenta by

Fallopius from its shape, resembling, as it does, a cake.

It is called after-birth because in natural cases it comes
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after the birth. It is a somewhat circular, flat, spongy
mass, made uj) in great part of foetal vessels. It is

pretty large about the termmatioii of pregnancy

—

about 1 lb. weight; diameter, 7 or 8 in.; circumference,

24 in.; thickness, about 1-^- in. It is smooth and
glistening on its internal surface, from being covered

by the chorion and amnion, under which the ramifica-

tions of the umbilical vessels may be seen. It has been

Fig. 8.

said by some to possess absorbents, and also nerves
(Hunter, Wrisberg, Cliaussier, Bauer, &c.); but eminent
physiologists allege that this is not the case. Did
nerves exist, pain would be felt when the cord is cut,

which is not the case. On its maternal, or external,

or uterine surface, it is covered by the decid. v.

(sei’otina), while on the internal or foetal surface, which
Is, as before said, smooth and shining, it is covered by
the chorion and amnion, and, according to Hunter and
Baillie, by the decidua chorii. If the decidua serotina
is peeled off from the maternal surface, the lobes and
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lobules are seen, with processes of decidua dijiping

down between the divisions. Each of the irregularly-

.shaped lobes of which the placenta consists is formed
by the ramifications of one branch of the umbilical

arteries and vein after their first division, and the

vessels of one lobe have rarely communication with
those of another lobe

;
they anastomose but little with

each other.

96. Formation of the Placenta.—The placenta is

developed from the villi of the chorion. These villi,

as before noticed, diminish and disappear at all points

excepting where the chorion is in contact with the

uterus. At this point they take on increased develop-

ment, and vessels derived from the inner layer of the

chorion also take on speedy gi’owth. Thus the placenta

is formed. The allantois, which arises from the caudal

extremity of the fmtus, and conveys the vessels consti-

tuting the future umbilical vein and arteries, approaches

with seeming instinct to the same spot where the villi

have grouped themselves and are growing, and the

cord is generally inserted into the middle of the placental

mass. Occasionally the allantois is erratic in its move-
ment, and inserts the umbilical vessels at or near the

edge of the placenta. In some rare instances it misses

its mark altogether—conveys, in fact, the vessels to

the wrong part of the ovum, in which circumstance the

latter perishes from lack of nourishment.

97. Arrangement of the Vessels.—The two umbili-

cal arteries, at their insertion into the internal or foetal

surface of the placenta, divide and subdivide as they

dip into the substance of the cake, and are minutely

distributed to the various lolies. There they meet the

minute radicles of the umbilical vein, capillaries, pro-

bably, being interposed. These venous radicles gi-a-

dually coalesce, until larger vessels are formed, which

again blend to constitute the umbilical vein.

98. Utero-placental Circulation.—This is a subject

that has engaged the careful attention of many great
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]ihysiologists, including Hunter, "Wrisberg, Eeid, Good-
sir, tbe Webers, Ac. Tlie connection between the

maternal and fcetal blood, the relation between the

uterine and foetal system of vessels, has been the

ground of much controversy and contrariety. Some
have held that there is a direct communication between
the child and its parent by means of continuous vessels

;

that there is a direct How of blood from the one to the

other. Others maintain that the mother’s blood passes

by absorption into the system of the feetus. There ax’c

some, again, who hold that the maternal blood is poured
into certain cells placed on the maternal surface of the

placenta; and that, while lodging in these cells, the

fcetal vessels select or choose, or remove from it, what-
ever is needed for the sustenance of the feetus. This
was the opinion held by the Hunters. Lastly, another

school believe that the foetal vessels are in close appo-

sition with those of the mother, but that the maternal
blood does not enter the placenta at all.

99. The view now most generally held is this.

The placenta is diedded into two jiarts, the maternal
and the fcetal. These are, howevci', intimately blended,

and cannot be separated, the one from the other, as is

the case in the lower animals. There is thus two
separate and independent circulatory systems, and no
single and continuous stream. It was attempted to

demonstrate a continuity of cii'culation by means of

injection projected into the vessels of the uudjilical

cord; but when they did pass from the fetal part into

the maternal, it was found, on careful examination, to

have been Ixy extravasation, not Ijy a continuous canal.

A fair argument, too, in favour of two circulations lies

here—that in examining tlio l)lood of the parent, and
that of lier offspring, the feetus, it is found to differ

considerably, both in the size and relative number of

the red corpuscles, and also as regards tlie amount of
fibrin and albumen : non-continuity, then, but inti-

mate alliance. Tlie arrangement is this :— 1st, On the
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fetal side, the umbilical arteries terminate in the

umbilical veins, and not in the vessels of the uterus.

2nd, On the maternal side, the blood of the mother is

poured by the curling arteries into certain cells, from
which it returns to the mother again by the uterine

sinuses or veins. In these cells the fetal placental

vessels dip, and thus the fetal blood is acted ujiou by
that of the parent : two currents, then, but quite dis-

tinct, and interchanging good offices through a mem-
branous wall.

So Hunter’s view, though oft assailed.

Is now the one that’s firmly held.

We may give W. Hunter’s own words :

— “It seems,”

says he, “ inconte.stable tliat the human placenta, like

that of the quadruped, is composed of two distinct

parts, thougli blended together, viz., an umbilical, which

may be considered part of the fetus, and a uterine,

which belongs to the mother, and that each of these

parts has its peculiar system of arteries and veins
;
that

the circidation through these two parts of the jilacenta

differs in the following manner ;—In the umbilical

portion the aid^eries terminate in the veins by a con-

tinuity of canal, whereas, in the uterine portion, there

are intermediate cells, into which the arteries termi-

nate, and from which the veins begin.” Further, he

adds, “ In separating the placenta from the uterus,

which is commonly practicable with the least imagin-

able force, all the vessels are torn through, and then

each broken vessel has an open mouth tqion the inner

surface of the uterus, and a corresponding orifice on the

outer surface of the placenta.”

100. Weber’s View.—This able physiologist, though

agreeing mainly with Hunter, gives a slight modifica-

tion of it. He says, that “the large vessels which leave

the uterus to pass into the decidua are deprived of all

except their innermost tunics, Avhich are as soft and

tender as coagulated lymph. The veins form a net-
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work, and have this peculiarity, that they become wider

the more deeply that they penetrate between the

lobules. Thus the veins themselves form cells, or

sinuses, into which the foetal villi project. The deli-

cate and yielding coat of the vein is borne inwai'ds by
each villus pressing upon its exterior, and so is itself

the covering of all the villi which compose the foetal

lobules, and which seem to pi’oject into its exterior.”

The o])inion of W. Hunter was also confirmed by Dr
Eeid, and by Goodsir, Avhose able experiments in con-

nection with this subject reflect much lustre upon his

honoured name.

101. Placenta in the Lower Animals.—In the

ruminantia it is divided into cotyledons. In the cat it

is just a circular belt
;
in the mare it is spread all ovei-

the inner surface of the uterus. The form Amries

much; and Sir E. Home proposed actually to classify

animals according to the different forms of jilacenta.

102. Function of the Placenta.—The older authors

were of opinion that the maternal blood Avent direct to

the fcetus, and thus nourished it
;
but our knoAvledge

of the tAA’o circulations has Avrecked and exploded that

vieAv. The afterbirth fulfils two offices,—a pulmonary
or branchial one, and a nutritious. It supplies nourish-

ment to the fcetus in order that it may groAv, and also

oxygenizes its blood. It is both lungs, and a gastro-

enteric canal.

103. What is the Mode of Transmission?—It is

osmotic,—through membrane. This has been proA'ed

in vai'ious Avays. Madder has pa.ssed betAveen the

mother and infant, and other substances, such as ether

and cam})hor. The animal poisons are thus also trans-

mitted
;
such as that of scarlatina and small-pox

;
for

infants have been bom Avith these diseases, or the

evidences that one or other has existed in %dero, such
as the “ pitting” left by the latter disease. Malarial
poison has also passed to the infant in this Avay, as has
been indicated by its peculiar tremors in the Avomb.
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Sir James Simpson was wont to mention an instance

showing how disease could in the same manner be
transmitted from the foetus to its mother. A gentle-

man had syphilis when young, and afterwards married,

and cohabited witli his Avife many years. The lady

only became alFected by the disease on becoming preg-

nant, for before this no symptoms of it were evinced.

The child was born wdth the disease. We have seen

more than one case exactly parallel. Analogical proof

of ti'ansmission through membrane lias been furnished

by Mr Savoiy of London, who injected the foetus of a

cow with strychnia. The mother was affected by it,

but not the other foetuses. This is a clinching piece

of evidence. How is the jirocess of nutrition carried

on? We shall let Goodsir tell, for he has done it

ably; but first a sentence about the nutriment obtained

in this way by the foetus. It is not blood that it

receives, but a milk-like material elaborated out of

that of the parent. This is contained in the cells in

which the chorionic vessels ramify. Although it has

not been analysed, it is believed to be of the nature of

milk, and this view would seem to be very plausible.

Cases have been met with where, the mother having

suffered from pleurisy in the early part of pregnancy,

a milky fluid has been found in the pleurse.

104. Goodsir’s Description of the Process of Nutri-

tion.—One of the best descriptions of the manner in

which the system of nutrition is carried on has been

given by the renowned Goodsir. He views the cells

•derived from the decidua and chorion, and the vessels

of the villi, as similar in function to the cells of the

intestinal villi. The maternal layer is supposed to

gi'ow continually by the assimilation of material from

the maternal blood. As these eells become mature

they burst, and their contents, which are of a milky

appearance, pass into the space between the two layers

of cells, new ones developed from the germinal spots

being formed to succeed them. This cavity, therefore.
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betv'een the maternal, and foetal portions of the villus,—betAveen the two layers of cells,—may be viewed as

the digestive part of the placenta. In regard to the

branchial function, the A^essels of the villi supply the

place of the capillaries of the lungs. The maternal

blood may be looked upon as the atmospheric air, for

it is presented to the vessels of the villi of an arterial

quality. Oxygen can thus pass into these, and carbonic

acid, or other excremeutitious or effete material, pass out

and into the system of the mother, by endosmosis and
exosmosis; and thus the blood of the foetus be kept
in a condition fitted for its preservation and healthy

deA’elopment.

105. Site of Placenta.—The 2^1^<^6nta may be
attached to any part of the internal surface of the

uterus. The jiosterior surface of the body is a common
l^art, and it is also frequently at the fundus. M.
Naegele, jun., says, it is most frequently at the left

side
;
next on the right side. By means of the stethe-

scope Ave may map out the site of its attachment jn’etty

AAmll. In very rare cases it is placed at the neck of
the Avomb, or even oA^er the os, forming a ci'itical com-
plication, as .shall be noticed further on in these 2>Rges.

lOG. Varieties of Placenta.—The cord, as before
said, is usually jilaced about the centre of the cake, but
at times it jia.sses in at the edge. This is termed the
battledore j'lacenta. In jdural births, a distinct after-

birth, funis, and bag of membranes are formed for
each child. The tAvin-placentm are usually joined at
their edges, and Avdien vicAved on their maternal as})ect,

you Avould think tliat there Avas only one. But the
A'e.ssels of each are distinct and sejiarate, and do not
anastomose, and the circulations are of course inde-
pendent. By this .arrangement experience teaches us
that tliough one child may perisli i>i %dero, the other
m.ay go on to a healthy maturity

;
though one may

be feeble, the other may be strong,—another of the
innumerable CAudcnces of jirofound Avisdom. A caution
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may be given in connection with the placenta whose
funis is inserted at its edge. When removing it, if

that should be necessary, little traction should bo made
in case of severing it.

107. Morbid Conditions.—Although the placenta is

an organ of a low type, being destitute of lymphatics,

vasa vasorum and nerves, yet it becomes a prey to

disease. Atrojdiy, hy^iertrophy, apoplexy, are met
with; and calcai’eous, fibrinous, and fatty deposits dot

its surface, or permeate its structure. Gritty material,

composed chiefly of carbonate and phosphate of lime,

is often observed.

108. Fatty Degeneration of the Placenta.—But
more important than these little deposits is that condi-

tion now so well known as fatty degeneration. Much
light has been thrown on this subject by Dr Robert
Barnes; and his two j^apei’s on the subject (“ Med.
Chirurg. Trans.,” vols. 34 and 36) are exceedingly

worthy of perusal. Dr Druitt has also written ably

on the subject (“Med. Chu-urg. Trans.,” vol. 36). In
this condition of the placenta the lobes, instead of pre-

senting the red spongy texture of a normal .specimen,

exhibit a yellow and fatty appearance. A minute
examination shows the following changes:—1st, The
villi studded with cotmtless spherales of oil

;
2nd,

Chorion much altered, thickened, and destitute of

nuclei
;

3rd, The walls of the vessel cease to contain

nuclei, perhaps having degenerated into spherules of

oil
;
4th, These spherules of oil are contained, some in

the chorion, some in the walls of the blood-vessels, and

many in the spaces between them
;

5th, The vessels

are destitute of blood. The cavities of the vessels do

not contain fatty deposit. This fatty degeneration

interferes with the nutrition of the foetus, and often

occasions its death. I have met with a great many
instances of it, and where it compromised the life of

the child. In some of these the infants were quite

bulky, though blanched and waxy-looking
;
and I
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slioulcl imagine that it kills as much by arresting the

branchial function as by interfering with the process

of nutrition.

109. Yellow Induration of Placenta.—Inflamma-

tion likewise attacks the after-burden, affecting part or

whole of it. Lymph is thro'svn out, and effused into

its substance, giving rise to this hardness. Tf it b(i

poured out on the utei’ine or maternal surface, Ave may
have the placenta adhering to the wall of the uterus.

If on the fcetal surface, it may adhere to the child.

Placentitis may also result in purulent matter. In
jilacentitis there is generally pain complained of over

the uterus, or lumbar regions, rigors, fever, sometimes
vomiting. The inflammation may cause the death of

the foetus, or lead to malformation, besides operating

injuriously on the mother.

110. Atrophy and Hypertrophy may also overtake

the afterbirth, and tumours may be dejmsited on its

surface. Sir J ames Sirajison wrote ably on this. The
tumours, tubercles, and white spots observed on the

placenta, Avere due, he believed, to coagula of blood

becoming transformed. Further, he thought these

coagula Avere the result of congestion, to Avhich, also,

the placenta is liable. It is the opinion of I)r Druitt
and others that fatty degeneration of the placenta is a
natural process

;
in short, that it is the manner of dying

of a deciduous organ. If Ave subscribe to this doctrine,

Ave must also hold that, in those cases Avhei-e it destroys

the infant, the “natural process” must have run sad riot

—must have been either premature or too extensive

;

for surely that can never be natural Avhich destroys.

Gangi-ene of a portion of tlie placenta has also been
met Avith, and hydatids. Hone are so liable to com-
promise the life of the child as the fatty placenta.

111. Treatment.—The treatment of fatty placenta
forms a pretty satisfactory page in medicine. At the
Edinb. Ob.stet. Soc. avc have often heard FelloAvs

reporting their success, and Ave have met Avith much
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success ourselves. The treatment is usually by means
of chlorate of potass. Grains 30 are given on an empty
stomach, several times daily; and contmued for months.
The modus operamli of this medicine is not clear. It

was thought that it parted with its oxygen, and thus

supplied a deal of this gas to the blood
;
but this cannot

be, for it remains undecomposed. It must, then, in all

likeliliood prove beneficial by enabling the blood to

appropriate an increased quantity of oxygen from the

air. We know that the addition of alkaline salts to

the blood heljis to promote its arterialization
;
so the

chlorate may act in that way. I have of late tried

other alkalies, such as potass, bicarb., with good results.

As regards the good done, we find that in scores of

cases women who have had a number of still-boni

children, by a persistence hi this treatment have

brought forth infants who have lived and thriven. Do
not neglect this excellent remedy, then, hi such cases,

but place the infant, as has been well said, in a better

and juu-er atmosphere, by giving the salt to the mother.

If to the mother you the chlorate give,

The child more certainly will thrive and live.

If not, if child after child perishes, recourse must be had

to the induction of premature labour about the 7th or

8th month. Impending feebleness may be detected by

the stethescope, and thus the fit time chosen. Low-

ness and depression of the heart’s action indicate it.

112. Funis.—The funis umbihcalis, umbilical cord,

navel-string, or “ rope,” runs from the navel of the

child into the placenta. It is the vehicle liy ivliich,

or through which, tlie umbilical arteries and vein arc

transmitted. It varies in length greatly. Sometimes

it has been found only from 6 to 8 in. long, at other

times it has extended to 5 feet. The average length

is 20 inches. When pretty long, it is common to find

it coiled around some portion of the child, usually the

neck, from once to twice, thrice, or even a greater

number of times. Other parts of the body may be
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snared in its folds, and sometimes the constriction in-

volved is so great as to lead to amputation of the part.

When death is occasioned to the child by this, it is

owing to the obstractiou of circulation

in the funis from the overstretching of

it. The last case of this kind that I

met with occurred in my own practice

in March last. I give a cut of it from

a drawing from nature by Mr Fraser.

(See fig. 9.) The funis was coiled three

times round the abdomen, just imme-

diately below the navel, and was ex-

ceedingly tight. The circulation was
completely arrested. The cord was
black. The child was well developed,

and had only perished a week or ten

days before delivery. The coiling is

usually in a cei-tain direction, accord-

ing to the direction of the twist in the funis itself. Thus-

in the left-hand twi.st of the funis it coils towards the

right, and vice versa. The twistings of the cord,

which run from left to right, have occasioned much
speculation. Haller thought they were owing to the

gi’eater length of the arteries, within a limited sheath;

hence they had to twist around the shorter vein; but
in that case there would recpiire to be a different twist

at both extremities of the funis. Others say that it is

owing to the greater impuLse of the blood in the arte-

ries than in the vein. Dr Tyler Smith thinks it is

caused by the movements of the feetus, the placenta

being a fixed point.

113. Goodsir was wont to say that there is a great

law of spirality extending through organized nature,

and doubtless, both in the organic and inorganic world,,

numerous examples and proofs might be adduced..

When you knock a hole in the bottom of a tub of

water, the liquid nuis off' m a spiral manner. When
a body of greater specific gi’avity than water is thrown
into it, it sinks in a .spiral direction; and the deadly

Fig. 9.
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bullet from the rifle travels in the same way through
the air. The movements of the heavenly bodies also

support the view. In the organic world the same
things obtains. There are, in addition to the spiral

blood-vessels and the sudoriparous gland-ducts in man,
the spiral shells of the molluscs and in the vegetable

kingdom, the spiral movements of the fluids and the

molecules of plants. The parasitic or climbing plants,

both in stem and tendril, are also spiral. Examjiles

need not be multiplied. Truly, then, if we may not

say, with the distinguished Barry, that “ almost every-

thing is spiral,” we may say, with the great deceased

anatomist, that there is “ a great law of spirality ex-

tending through nature.” When the chord is first

formed, we should have noted, the vessels are straight,

they run straight from the foetus to the decidua. There
are some cases, but very rare, where the straight con-

dition lasts during gestation. When this is the case,

the funis is short. The circumference of the cord varies

very considerably, depending on the amount of gela-

tinous matter (gelatine of Wharton) which is contained

in it (in reticular cells), and Avhich goes to make up
the chief part of the cord. The use of this gelatine is

evident
;

it is padding of a soft nature, and protects

the vessels from the risk of fatal compression.

114. Vessels of the Cord.—The vessels of the cord

are three in number—viz., two umbilical arteries, and

one umbilical vein. The arteries are of greater length

than the vein, being much moi-e tortuous. They run

in a spiral form (the result of rotation), the arteries

around the vein, and from left to right. Occasionally

knots are found on the cord. These are very likely

produced by the foetal movements, during some of

which it may pass through a loop thus made. The
cord is covered by chorion internally and amnion ex-

ternally. No valves exist in the umbilical vein. In

its capacity it is equal to the two arteries. The arte-

ries pulsate pretty strongly and quickly, (about 140 in
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a miuute), and the pulsation is probably due to the

heart, although some have thought it partly independent

of the cardiac action. The blood fiowing in the vein

is somewhat lighter than that contained in the arteries,'

according to some, while others assert that the differ-

ence is hardly perceptible. If not in colour, hoAvever,

it differs in propei'ties
;

for before it is retiirned by
the vessels it has, as Ave haA^e seen, been subjected to

the influence of the maternal blood. Some cases have;

been met Avith Avhere only one umbilical artery existed.

In such instances its calibre Avas doubled. It is veiy

rare to find more than one A'ein. Besides the A'essels,

the cord contains the duct of the umbilical v’esicle,

and the Airachus, the omphalo-mesenteric vessels, and,

at a very early period, the fietal intestines at its foetal

end. Lymphatics exist in it, but not nerves, or other-

wise Ave should inflict paiir on cutting it through,

Avhich is not the case. The rapidity of the cii’culation

in the cord varies, being influenced by causes con-

nected Avith the fetus, and also Avith the mother, such

as emotion.

115 Abnormalities.—Some instances are recorded
Avherc, in place of two arteries and one vein, this Avas

reA'ersed, there being two veins and one artery. Again,
tAvo cords have been found attached to one placenta,

and yet only one child. The A’essels have sometimes
been occluded, partially or Avholly; and there have
been rare instances of the absence of funis ami lunbi-

licus. In the case of an acephalous fetus, the cord

Avas found inserted into the nock, near the aimlo of'

the jaAv, the vessels passing doAvn Ijehind the clavicle

through the chest, and disappearing in the abdomen.
In plural births, as before stated, the cords, like the
placenta?, are usually distinct, but sometimes a brand)
passes from one to the other. Tlic coi'd has been
found so rnucli tAvisted and knotted as to impair the
circulation and the nutrition of the fetus. Tlie ves-

sels haA-e been seen in a varicose state, and have rup-
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tured and given rise to liseinorrhage. Hydatids Lave
been foimd with in the slieath of the funis. In cases

of imperfect closure of the umbilical ruig, a portion of

the intestines has been found protruded within the

sheath.

IIG. Urachus.—Tlie urachus is a duct which arises

at the fundus of the bladder, and passes out of the body
of the foetus at the navel. It follows the blood-vessels

as far as the membranes of the ovum, and continues its

course until it terminates in the allantois, which lies

between the chorion and amnion. It is pervious in

the eai’ly part of embryonic existence, thus establishing

a communication between the bladder and the allantois.

At the full period of pregnancy it is impervious. It

is not commonly continued along the cord, but may
sometimes be traced uj^on it.

117. Allantois.—Tliis is a vascular, pyriform blad-

der, which arises from the anterior part of the jiosterior

extremity of the mucous layei', which is closing to form
the intestine. It is a growth of the intestine, and
develops rapidly. It can only be detected in the earliest

period of utero-gestation—at least in the human sub-

ject. It passes between the amnion and chorion, and
approaches and applies itself to the latter. Its purpose

is to conduct the umbilical vessels forward towards the

external surface of the ovum, and thus to establish

communication between the cii’culatory system of the

embryo and that of the mother, and so aid in the

formation of the placenta. So soon as it reaches the

chorion, this membrane puts on veiy speedily a vascular

appearance, and the vessels of the placenta quickly

grow. It then rapidly disappears. When the foetal

abdomen closes, the sac of the allantois becomes stric-

tured at the umbilicus, and as the funis grows it

becomes compressed, until at length it is a mere

impervious cord. That part of it remaining within

the abdomen of the embryo is developed into the

bladder.
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118. Foetus.—We .shiill not here enter mmutely into

the development of the fcetiis, but simply give a few

jiarticulai's which are of undoubted obstetric interest

and importance. At the termination of pregnancy the

length of the foetus is from 18 to 24 inches, and its

average weight is about 6| lbs. The weight perhaps

differs more than the length, very often being either

under or over this amount. Males weigh more than

females. The average weight of 50 males born in the

Edinburgh Maternity Hospital (according to Sir James
Simpson) was 7 lb. 9 oz., and the average of 50 females

was only G lb. 12 oz. The average length of the males

was 20 in. 5 lines
;
that of the females 19 in. 10 lines.

It may be remarked in passing that this matter—the

size of the child—has an important practical bearing,

for male labours are more trying and injurious than
female. But more of this further on. Instances of

gigantic children being l)orn, and complicating labour

I much, are recorded. iMerriman met with one of 14

lb., so did Scanzoni, and the late Dr Ramsbotham saw

I

one of 1G-| lbs. Tlie largest on record is one of 171,

lbs. I have not met with one exceeding 13 lbs.

119. Dilferences between the Foetus in utero, and
the Child when Born.— 1. The blood differs. The

!

globules are larger. It contains less fibrine, and the

senim is more watery. It is of darkc7- colour, and
contains less saline matter. 2. Bile.—This is of a

deeper hue, and in larger amount. 3. Contents of

) bowel.—Ftcces is of a tarry colour and consistence

S

k (meconium). It is larger in amount, and has at times

a accumulated so nmcli as to impede labour. 4. Urine.

—

n This usually fills the bladder, but may gather to such

0 an extent as to distend it until it mounts to the liver.

In that case the ureters expand greatly, as well as the

kidneys, forming “ cy.stic kidney,” which may also

delay labour. Sugar exists iji the urine of the fcctus,

and some albumen. 5. Stomach.—This is distended
* with gelatinous fluid.
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Other clifFerences as regards the two are tliese :

—

The foetus in utero is surrounded by a bag of mem-
branes. It possesses a placenta, umbilical arteries,

Ductus artei’iosus. Ductus venosus, Foramen ovale,

Eustacliian valve, papillary membrane up to 7th

month, Wollfian bodies and vesicles, and omphalo-

mesenteric vessels.

The relative size differs also between the foetus and
the adult. The skull and upper half of the body are

proportionately greater. The liver is larger, the left

lobe being nearly as large as tlie right. This large

.size, persisting up to 4 or G years of age, has given rise

to suspicions of hepatic disease. The lungs are smaller

in the foetus. The Thp’oid and Thymus glands, and
supra-renal capsules, are larger proportionately, resemb-

ling the conditions in hybernating animals. The uterus

is double, the testicles abdominal. The bones of the

foetus are much more numerous also.

120. Head of Foetus, Dimensions, &c.—The foetal

head is divided by obstetricians into regions, diameters,

*tc. Its shape is ovoid. The regions are five :— 1.

Vertex or summit. 2. Occiput. 3. Two lateral

regions. 4. Face. 5. Base. The diameters are she

Fie. 10,

'8
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ill number:— 1. Tlie longitudinal, or occijiito-frontal,

4 to 4^ inches. (See fig. 10, 1 to 2.) 2. Transverse,

or bi-parietal, to 4 in. 3. The occipito-mental or

oblique (see hg., 3 to 4), 5 in. 4. The cervico-bregraatic

(fig., 5 to 6), 4 in. 5. Fronto-inental, 3J in. (fig., 7 to

8.) C. The inter-auricular, 3 in. The skull does not

give a correct idea of the shape of the foetal head.

When clothed with soft parts, it is moi'e of an egg-

shape. The occipito-frontal circumference of the head

is about 1 4 in.
,
and the occipito-mental about 1 G in.

The measurements vary a little during labour, owing
to the yielding and compressible nature of the cranium.

The bones at the base and those of the face are more
highly ossified and unyielding.

121. Fontanelles.—The fontanelles are two in num-
ber. 1. The anterior, at the junction of the saggital

and coronal sutures. This is the greater one. It is of

a diamond or quadrangular shape, and about the

breadth of two fingers. It is populaily termed the

“opening of the head;” and the j^fisation felt and

I

seen through this membranous part often alarms the

old women, who imagine that some head trouble has

seized the child. The posterior or smaller fontanelle,

at the junction of the saggital and lambdoidal suture,

is triangular in shape. This is the opening of most
importance to the student, and he ought to become
familiar with it and its surroundings. The anteriorO
has four angles, and the posterior only three. When
we detect this latter, we know that the vertex is pre-

senting
;

if we feel, on the contrary, the larger,

diamond-shaped space, the presentation of the brow is

indicated—a much less desirable part to come doAvui

first.

1

122. Sutures.—The sutures also should be familial'

to the ob.stetrician, seeing that they guide to a kuow-

^
ledge of the position of the head. For example, if we

pi make out the saggital sutiu’c traversing the pelvis

|)l diagonally, we conclude that the long diameter of the
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head is in the dii-ection of one of the long diameters of

the pelvis—and that is how it should be
;
but if it runs

across the brim in a line antero-posteriorly, then the

head is situated with its long diameter in the short

diameter of the entrance of the pelvis, and thus is in

an impracticable position. Coronal, saggital, and lamb-

doidal, then, should be well knomi.
With reference to the compressibility of the cranium,

this, of course, is an extremely wise provision, as it

may thus worm its way through a pelvis, which it

would be impossible for an unyielding skull to pass.

The yielding capacity is greatest in the lateral diameter

;

and it is believed that in this direction the head may be

lessened half-an-inch without compromisiug the safety

of the child. This compressibility of the head reads a

lesson of caution
;

for one may sometimes be tempted

in a tedious case—the country brother especially (per-

haps “ o’er the hills and far away ” from his home) to

apply the forceps, without waiting for the overlajiping

of the cranial bones. The late eminently practical Dr
Hamilton (M.S. Lectures, 1821) was under the belief

that the compression of the cerebrum during labour

had a paralysing effect on the child, throwing it into

a state of stupefaction, and preventing it struggling,

and injuring the maternal structures. This is very

questionable. As regards the struggling, how can it

be done when the uterus has the foetus in its severe

grasp 1 Severe it is, for in cases of version we have

felt its power, and the impossibility of flinging about.

For foetal inaction there is no need for stupefaction

;

passiveness is amply ensm-ed by the strong contractions

of the womb.
123. Signs of Foetal Maturity— Viability.—The

child should be able to cry (and generally does so

lustily) when it comes into the world, or soon there-

after. The hair, nails, and eyebrows should be well

developed; the mouth, nostrils, eyes, and ears quite

open
;

the cranial bones tolerably solid
;
and there
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should not be too mnch space existing between the

fontanelles. The body should be of a pretty bright

red colour, and the limbs ought to possess strength to

enable them to move with vigour. Power of easy

deglutition should also exist
;
and it ought to be able

to grasp the nipple readily. Meconium should ]>ass

away from the bowels soon—say, in a few hours at

most.

124. Marks of Non-Maturity.—Immature children

have a feeble cry, or do not cry at all, and move their

limbs feebly, if at all. They fail to grasp the nipple,

or if, after fumblmg, they do so, their sucking is im-

perfect, and badly sustained. They are under the usual

dimensions, both as regards length and volume. They
are of an intensely red hue, and tlie roseate blush is

broken here and there by bluish streaks and dots.

Their heads are covered with down
;
their eyebrows

and nails are not fully developed. The cranial bones

are soft, and the fontanelles and sutures unusually wide.

They sleep too much, and moan continually. Their

temperature becomes speedily low, unless artificial heat

be applied; and the meconium is discharged imiier-

fectly, if at all.

Few children survive before the 7th month
;
only a

few cases are recorded where they survived after being

bom at the 5th and Gth month. Many even of the

7th month children perish. There is a po})ular opinion

that 8 months’ children do not get on so well as 7

months’ ones, but we have not found this to be the

case. A child is not deemed viable until about the

7th month.

125. Sex.

—

As- regards the ]>roportion of the sexes,

in Europe the males j)rcdominate. Pi,ustic pur.suits,

arcadian life, arc more favourable to the production of

males than the hot and seething town, with its smoke
and turmoil, its sedentary and in-door ])ursuits, its

dissipation and carking cares. E,ural life is prolific of

boys, then, and city existence of girls.
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The proportion is also dominated or controlled by
the relative ages of man and wife. When the hnsband
is young and blooming, and the lady a good deal older,

there is a tendency rather to girls, and when the gentle-

man is elderly, and his partner youthful, there is likely

to be a majority of boys.

Season asserts also a certain sway. There is an excess

of males in winter. So, when the man’s head and the

earth are frosted, thick come the boys. Season seems

also to affect the number of births to a small extent.

More conceptions occur in spring than during the other

seasons.

Twins, (Lx.—The average number of twins is about

1 in 80. The aY^erage number of still-born children is

about 1 in 20. The number of still-born males is

gi’eater than that of females. This is owing to the

larger size of the head leading to more protracted

labour.

CHAPTER VII.

POSITION OF F03TUS IN UTERO.

I2G. Position of Foetus in TJtero.—The position of

the foetus in the womb (or rather the causes of it) has

given rise to much ingenious speculation. The usual

position is with the head lowest, and presenting over

the os. Hunter said it was owing to the greater weight

of the head, and the theory of gravitation Yvas widelj^

held. The teaching of the ancient “ great ones gone”—
Hippocrates and Galen—was, that the child made a

somersault about the middle of the 7th month. Am-
brose Pare and Mauriceau thought it was owing to

efforts of the foetus to escape from the uterus,

and M. Dubois said it was the result of instinc-

tive or psychical, and voluntary determination on
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the part of the child. In reference to the gravi-

tation theory, it was supposed tliat the greater

weight of the head led to its sinkinor do'mr in the

liquor amnii
;
but from experiments made by Dubois,

M'here a fcetus was suspended in a bath shaped like the

uterus, it was the scapula, or the back, which first

touched the bottom. An argument against the view

that it is the greater specific gi’avity of the head that

causes its presentation, is found in cases of intra-uterine

hydrocephalus. There the head is much heavier than

usual, but yet it is found that preternatural presenta-

tions occur often here. This was found by Dr Thomas
Keith, the eminent ovariotomist (whose operations

form one of the most brilliant pages in surgery, and of

which his brother Scots should be very proud), while

investigating the question of hydrocephalus as a cause

of rupture of the uterus : 11 out of C9 were abnormal
presentations.

127. The late Sir James Simpson entered fully into

it in a paper (Obst. Works, vol. ii. p. 81). He views
the position as a vital action, and dependent, therefore,

on tlie life of the child
;
not a mechanical result due

to the greater weight of the head. He says ,
—

“

1. The
usual position of the fcetus, with the head undermost, is

not assumed until about the Gth month of intra-uterine

existence, and becomes more frequent and certain

from this period until the full time of }>regnancy.

2. Both the assumption and maintenance of this posi-

tion are vital and not physical acts, for they are found
dependent on the existence and continuance of vitality

in the child, and being lost by its death. 3. In human
physiology wo do not know or recognise any vital

power or action, except muscular action, capable of

producing motions calculated to alter or regulate the
position either of the whole body, or any of its parts; and
further, the motory muscular actions of the foetus are
not spontaneous or voluntaiy

,
but reflex in theii’ naturii,

causation, and effects. 4. The position of the fcetus.
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Avith the head placed over the os, is that position in

which the physical shape of the noi-mal and fully-

developed foetus is best adapted to the physical shape
of the normal and fully-developed cavity of the uterus.

(Both of them are ovoids.) 5. This adapted position

of the contained body to the containing cavity is the

aggregate result of reflex movements on the j^art of

the foetus, by which it keeps its cutaneous surface with-

drawn as far as possible from the causes of irritation

that may act on it as excitants, or that happen to

restrain its freedom of position or of motion.” This

theory, then, is, that there is an adaptive vital reflex

action which maintains the foetus in the position which
it assumes also as a vital act. That it assumes this

position, with the head lowest, is perhaps owing to the

fact that its physical shape in said posture is best

adapted to the physical shape of the womb. The
uterus is ovoid, and so is the foetus in its ordinary way,

flexed and doubled u]i into an ovoid ma.ss. One end

of the foetal ovoid is formed by the head, the other by
the breech. The view is a very plausible one. It

derives strong support, too, from the fact that when
the child is dead, and consequently the adaptive vital

reflex action has ceased, the presentation is frequently

abnormal. I have met with a good number of such

cases, and instead of being cephalic, they were footling

and transverse cases for the most part.

128. Scanzoni found that, of 20 premature births,

only 6 presented by the head. Cazeaux, it may be

stated, regards the position of the child as a mechanical

arrangement. We may enumerate the objections to

the theory that the depending of the child’s head is

due to gravitation. 1. The infant is not suspended

by the funies from the 4th month onwards, because the

cord is double the length of the uterus. 2. The theory

implies that the woman is uniformly erect, whereas,

perhaps, nearly one-half the time is spent in the recum-

bent posture. 3. Suspension of the child by the neck
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does not alter its position. 4. When the diild’s head

is enlarged, and rendered lieavier, as in hydrocephalus,

it is found often not to pre.sent cephalically. 5. Anen-
cephalous children (with brain awanting) often present

by the head. G. When the child dies in utero the pre-

sentation is frequently abnormal. Before the 7th month
the fffitus has not taken up a stable position, so, if it

die, it may retain just the position existing at death.

Dr Matthews Duncan objects to the the theories of

Simpson and Dubois; he says, “it is impossible to

conceive of its maintaining any position but under the

influence of gravity ” (See “ Researches in Obstet-

rics”).

CHAPTER VIII.

SIGNS OF PREGN^YNCY.

129. Signs of Pregnancy.—This is a very important
branch of obstetrics to the physician, not only because
the pregnant condition may regulate his action in cer-

tain contingencies of disease, but also owing to the fact

that he is often called upon to pronounce in regard to

its existence, or non-existence, in cases involving the
gi'avest interests. His decision, in some instances, may
awaken intense felicity

;
in others it may enkindle the

most profound giief, and bring the ghastly skeleton of

discord andhatrcd into a hitherto happy homo. Were the
physician, moreover, to commit a blunder of diagnosis,

and say that pregnancy existed when it did not, he
might occasion, on the one hand, an unfounded elation,

or on the other, unwarranted misery and grief. Then
as regards disease, if ho falsely imagined his patient to

be pregnant he might abstain from the use of the very
means her malady required to combat it

;
or, on the
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other hand, ignoring the existence of the gravid state,

he niiglit resort to treatment calculated to occasion

abortion. At the earlier months of pregnancy, diag-

nosis is difficult, or even impossible, and much caution

is needed in giving an opinion. Women often increase

the diSiculty, or attempt to do so, on the one hand, by
sti'ong protestations of innocence when not innocent

(that is, when actually pregnant)
;
and on the other, by

assei-tions of the existence of pregnancy when that

state does not exist. In both instances the false state-

ment is the offspring of the wish. It is best not to give

too ready an ear to them. On their smooth word do not

rely, but let tlieir uterus testify. As Gooch said, “ Be-

lieve not their tongue, but their belly.” Many instances

might be given of females hiding tlieir pregnancy to the

very last moment, even to the time that theix’ labour

pains were upon them, which pains they declared were
due to bowel-complaint, but there is not sjiace. Ex-
amples of an opiiosite kind are also numerous. We refer

to those cases where ladies, anxious to have offspring,

delude themselves into the belief that they are preg-

nant. Mariceau mentions several women who fancied

themselves to be with child for whole years togethei-,

and still expected to bring forth. Dionis also relates

similar cases, where wind in the belly was viewed as

the movements of a foetus. Women who marry when
pretty well up in years are very prone to such fancies.

Some have gone the length of preparing magnificent

raiment—baby-linen of gi’eat value, when there was
nothing to clothe but wind, nothing to bind but air,

which not even a wizard could adorn. Physicians

have been engaged (we had nearly said fee’d, but it is

only given to the lawyers to be paid in advance)
;
nurses

have been retained
;
nay, even the baptismal ceremony

has been spoken of, and all for mere flatus in the bowel

rumbhng (not an infant in the womb tumbling), and

sometimes not even that. But we must proceed to the

signs. It is common, and best to notice them in the
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order in whicli tliey ajipear. They are numerous, but

the most conclusive are only one or two. Hei-e we
beg to recommend strongly tlie able work of Dr T.

Hawkes Tanner on this subject.

130. Suspension of the Menses.—This is one of the

earliest striking signs; one that impresses the female

most, if she has had connection. It does not, however,

by any means announce jn-egnancy. Its value is

impaired by the following considerations :— (1.) The
menstrual discharge has in some women recurred regu-

larly during the whole term of pregnancy. Many
authors repoi-t such. In others, it ajipears once or

twice after fecmidation. (2.) The catamenia may
cease apart from and independent of pregnancy
Sudden cold may suspend tlie function, or profuse

discharges from other parts of the body, say clironic

diarrheea, or ideers, ovarian disease, phthisis, &c.

Daventer and others have noticed singular cases where
the catamenia appeared only during pregnancy. Dr
Elsasser (of tlie Stuttgart Gehurhaus), recorded 50
cases, where it occurred once in 8, twice in 10, thrice in

12, 4 times in 5, 5 times in G, 8 times in 5, and 9 times

in 2 instances. It hajipened oftenest in primiparie.

(3.) Another invalidating clement is this, that females

sometimes conceive before the catamenia appears at

all
;
others, again, when it is suspended by lactation

;

and others where it had ajipareutly ceased towards the

change of life. In connection with this we may notice

that some unmarried females who have unfortunately
become pregnant have been found simulating the
menses by the use of blood, in order to conceal their

misfortune for a time. Blood drawn from their own
persons, or from cattle, has been used wherewith to

stain their linen every month.
131. Morning Sickness; Vomiting, &c.—This is an

early and frerpient concomitant of {ircguancy. There is

a close .sympathy between the stomach and the uterus,
and it frequently happens that this intimate alliance is
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asserted or manife.sted just on the heels of conception.

There is nausea, sinking at the epigastrium, flatulence,

acid eructations, retching, and vomiting. The sick-

ness, the sinking, and the retching, are generally most
severe when the woman rises in the morning,—the
assumjition of the erect

2
>osture seemingly jirovoking

them,—hence the term “ morning .sickness.” Some
women, however, have the nausea at all hours of the

day, and reject almost every meal
;
while others exjieri-

ence few, if any, gasti’ic disorders. In addition to

functional disturbances, ^icculiar sensations arise
;
and

there will sometimes be an intense craving for articles

of diet, that would be sj^urned in the non-gravid state

(raw turnijis, onions, carrots, dry oatmeal, lemons, raw
I'hubarb, mineral substances, and even unsavoury un-

mentionables)'; and a hatred of delicacies, or the

ordinary diet jn’cviously relished. The retching and
vomiting in some instances are indescribably severe

and distressing. We have seen them continue during

the whole period of gestation, and it seemed almost a

miracle, not only how the female survived, but how she

retained her infant, and expelled it at the full
2
ieriod,

not badly nourished after all. Plumj) comes home
the child often, even when its mother has been living

apparently for 9 months on air. In general, the morn-
ing sickness lasts only about half-an-hour to an hour;

and often it extends only the 3rd or 4th month, ceasing

at the period of quickening. When the vomituig

begins just after concejition, it has then a greater ten-

dency to last throughout the whole jieriod of jiregnancy.

132. Bad Consequences of the Vomiting.—While

in many females this sickness and vomiting ajipear to

entail not the slightest evil, there are others seriously

affected by it. In some there is a hot and di-y skin,

with fever, debility, and emaciation; in others, head

symptoms supervene. There may be violent headache,

delirium, and even fatal coma. Hallucinations have

been noticed also. We met with a case, some yeai’s
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j

ago, where these occurred. The vomiting began just

1

after conception, and continued for months; in hict

,

until I induced premature labour. The lady fancied

!
that her husband was unkind to her (he was the very

;
opj)Osite), and many other even more absurd tilings

;

I and she left her bed, and her bedroom through the

: night, and wandered about the house, just as a som-

: nambulist. Her husband had to lock the door of the

bedroom
;
and, at length, being so Avorn out with the

nocturnal Avatching, he bandaged her arm to his OAvn

to keep her in bed at night. When non-pregnant, she

did not experience a single hallucination. Abortion
I has occurred (AA-ith relief of the symptoms)

;
and fatal

! cases liaAe been met Avith. Some arc noticed by
^ Moreau and others.

133. Causes.—These have been Amriously vieAved.

I
Negi'ier belieA-ed it due to inflammatory irritation of

I
the cei'A-ix. Bretonneau thought it due to a s2)asmodic

^
rigidity of the uterus, Avhich im2ieded the dilatation of

the uterus sufficiently fast enough for the groAving con-

I tained Ijody. We think there is much truth in this.

! KiAvisch fathered it on a 2»reternatural susce2)tibility of
' the neiwes of the stomach. Frcrichs ira2Juted it in

|i part to albuminuria and uraemia. Hold 2)ointed out
: that in some cases it Avas due to a retroversion at the

f 3rd or 4th month. (We luiA'e 2udjlished one or tAvo

\ cases of this dis2^1accment, but there avuxs no great gas-

trie irritation.) Virchow thought that tight lacing, by

1
sc2ueezing the liver, occasioned it indirectly in some

1 cases. We might add, that 2<regnancy itself, in some

2
tight-bound females, is a kind of tight lacing, and by

s its causing 2)ressiu'e on the various A’iscera, liver, S2)lecn,

n and stomach, may, by intei-fering Avith theii’ function,

£> be a
2
)robable ctvu.se.

134 . Diagnosis.—The vomiting of 2n'cgnancy may
0 be confounded Avith one or tAvo other affections.

J' There is dys])epsia. Well, in this latter, there is>

i‘i headache, anorexia, and fever, while these are usually
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absent in pregnant cases. Tlie female may retch and
vomit what she jiartakes of, but, on the back of it, she

is ready to devour with avidity and zest a fresli meal.

With gastric ulcer we camiot well confound it. In
ulcer we have stomach pain develojiing gradually, and
vomiting of blood. In cancer we have the hard
tumour painful on pressime, and frequent lancinating

pains, with coffee-ground vomit, and a history, in all

probability, of chronic dyspepsia, and gasti’ic pain ju’ior

to pregnancy.

135. Treatment.-—This we would have the student

to master carefully; foi-, although he may often fixil in

achieving good, he will be often asked to do something

in the severer cases. In the milder forms ladies bear

with it wonderfully well, thinking, perhaps, that it

must be, and consoled by the thought that a child is at

the foundation of their troubles. Try a sinapism over

the stomach first, with a little soda water internally,

or a little mace tea; (mace, 20 grains; water, 10

ounces.) The Avoman should rest in bed in the morn-

ing and take a light breakfast, such as rusks, or water-

biscuits, with weak tea and nutmeg in it. Her dress

should sit lightly upon her. We shall name a good

many other, and stronger remedies, but try the simjile

means first.

Try first the mild, then the more potent plan

;

Cure we may not, but oft appease we can.

When these simples fail, try internally the following,

in rotation, if need be ;—Nux vomica, bismuth, oxalate

of cerium, creasote, mustard seeds, bi’andy and soda

water, champagne, tinct. lavand. co., tinct. assafoet,

pepsine, spt. ammon. aromat., infus. columbie, and flor.

anthemid. One or other of these may ajipease, and if

so, we are grateful. The liver and the boAvels must be

kept decently going by means of podophyll. rheum,

hydr., cum cret., or tarax. Vaiious remedies may be

tried by the bowel in preference to the stomach, such
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as—An enema of cliloi-al (gr. 30), a suppository of

mix vomica, with belladonna, and pessaries of bella-

donna. If we subscribe to Negrier, we may leech

the vaginal cervix; if to Bretonnean, the soothing medi-

I cated pessary to the uterus may be adopted. Various

! embrocations and vesicants may be a])
2
ilied over the

! region of the stomach—blisters, iodine, the moxa, <fcc.

, After blisteiing, I have dusted into the raw surface a

little mix vomica and morjihia, with aji^iarent benefit.

I The subcutaneous injection of morphia might also be
i tried. Sjiongio-jiiline soaked in brandy, or wetted in

1 a mixture containing a (h'achm of tinct. opii, and the

t same of tinct. belladonna, with a little jiroof siimit, and
I laid over the stomach, is also serviceable. Sir James

I Simpson tried the inhalation of tinct. ojiii. Some cases

i resist all remedies, not even being alleviated by any of

I them. When such is the case, and esjiecially if serious

i| head symptoms supervene, the question of inducing

a premature laliour arises. Villeneuve, Braun, Churchill,

li Lee, and otliem approve, and have i)ractised it; others

object. If we ostracise this ojieration here entirely, we
must make uji our minds occasionally to have our
patient dying in that saddest of ways, with her off-

1 spring in her womb. IIai)2)ily, the fatal cases are feiv

I and far a]iart.

136. Uterine Changes.—These we have already

I noticed at length
;
but one or two points may be noted

I here. If the uterus is examined per vaginam just a

1 few days after concejition, it is found to be hot and
I turgid, and the os has a soft and velvety feel. If the

I finger is placed in the anterior vaginal cul de sac, tlie

r womb will be found enlarged and Imlking more, and
c there is a little ante-version of the fundu.s. If the

c speculum be employed, the os and cervix will be seen

tj to be enlarged already, and the light-coloured mucus
li plug may be observed.

137. Salivation.—Salivation and jiyrosis, due to

4 glandular sympathy, are also at times noticed. They
II
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are often, however, absent. We have seen a case

where joints of secretion came away from the glands of

the mouth in the 24 hours, bed and other linen being
soaked with it. Here there seemed to be an unusually

intimate sympathy with the uterus and the glandular

system, for other glands were stimulated to increased

action. The ptyalism of pregnancy differs from mei’-

curial salivation in this way, that there is none of the

jieculiar foetor nor sponginess of the gums. My friend

Dr W. Craig has a patient who on two consecutive

jiregnancies has discharged daily a large amount of

fluid.

Treatment .—Belladonna has been found of much
service in extreme cases, after the more potent astrin-

gents and opiates had been tried in vain. Give the

tincture in 15 minim doses, three times a-day. 1 have
found the tincture of conium also beneficial. Dr Craig

has given his patient belladonna on both occasions

with the most marked benefit, the beneficial result

occurring in a few days after its emjiloyment.

138. Mammary Evidences.—From four to eight

weeks after impregnation the breasts are liable to

increased action. There is a greater fulness about

them, due to the afflux of augmented fluids. They
get firmer in texture, knotty, nodulated, and they

tingle, throb, and become jiainful. The areola darkens

from the dejiosit of pigment, and enlarged veins ai’e

seen coursing over the surface of the breast. This

jhgmentation, it may be observed, is not always con-

fined to the areola
;
sometimes it invades the abdomen.

Blumenbach gives a case where the abdomen of a

pregnant female became quite black. The nijiiile

becomes more tumid and jirominent also, and there is

a mottled appearance, sometimes also scaly, over the

surface of the mamma. As pregnancy advances these

changes are more marked. More jiigment is dejiosited

in the areolse, and the follicles which dot their surface

increase in size, and exude a fluid. It has been
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observed that in women with dark hair and eyes the

skirts of the areolffi are marked by white patches, just

like what would be produced on a piece of brown cloth

with some drops of weak acid. Certain light streaks

—

linece resembling those on the abdomen,

appear on the breast about the 5th or Gth month.

jNIilk appears in the breasts, and may be drawn from

the mammillse, but there is much difference here in

different cases. Sometimes, for instance, it appears

at the 4th or 5th month, at other times it does not

appear until a few days after labour. jM. Robin has

given iis a new clue to the fellowship subsisting between

the breast and the womb. Pie has pointed out that

the development of the uterine fibres during pregnancy

Ls synchronous with, or rather leads to, the develop-

ment of the glandidar culs de sac of the mammie.
These sacs are in a state of comparative atrophy during

the non-existence of pregnancy, but grow and assume
epithelium when the nucleated fibre cells of the uterus

are develojhng during the gravid state. Great stress

is laid by some on the condition of the areola, and they

allege that we never have this colourina; and follicular

enlai’gement with tmgescence of the nipple, unless

during pregnancy.

139. Elements Detracting from the value of the

Mammary signs.—Mammary excitement and develop-

ment arise from causes independent of gestation.

Fibrous tumours of the iiterus, hydatids, disease of the

os and cervix, oft-repeated connection, and retention

of the catamenia, may each and all occasion it. Milk
may exhst also in the breast of a virgin, and some cases

are reported where it has done so even prior to

puberty. Baudelocrpie gives a case where it apj)eared

at the 8th year, the girl’s breast having been milked
in presence of the Royal Academy of Surgery, October,

1783. Milk also appears in some females at the period

of the menses. In the Cape de Verde islands, virgins,

old men and women are actually employed as wet
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niu’ses. Lastly, in multiparaj, tlie nipple and ai’eolaj

are less liable to become tumefied and dark, and there-

fore are less reliable signs. The mammary dianges are

also present in females subject to menorrhagia.

140. Abdominal Signs.—Enlargement of the abdo-

men is another sign. It is not the uterus that distends

it the first G or 8 weeks, for, on the contrary, this

organ descends rather into the j^elvic cavity, but it is

owing to the intestines being pushed up a little by the

growing womb. There is often rather a flattening of

the belly the first two months, and this will always be

the case if there be not a deal of flatus in the bowel.

After tills period, say during the 4th month, the uterus

begins to rise above the pubis—may be felt bulging a

little
;
and then, instead of an excavation, we have

steadily increasing enlargement. As pregnancyadvances

the uterus rises higher and higher, until the entn-e

abdomen is distended. We may repeat the changes of

position (noticed ])reviously) which the uterus under-

goes. The fundus rises above the jiubis between the

3rd and 4th month. At the 5th it is about the

umbilicus, at the 7th it is midway between umbilicus

and ensiform cartilage, at the middle of the 9th it is

as high as it can go, and after this it descends some-

what, probably by diminishing in its length, and
increasing in its breadth.

141. Eight Lateral Obliquity of the Womb.

—

Notice this briefly. After the gi’avid uterus emerges

from the pelvis, it assumes in its long axis an obliquity

to the right. How is this 1 Levret thought it due to

the imjilantation of the placenta on the right lateral

half of the fimdusj but the feet is taken from this

hypothesis by the fact that the placenta is often not

there, even when the obliquity exists. More feasible

is Madame Boivin’s explanation. She beheved it to

be owiug to the greater muscularity and shortness of

the round ligament on the right side. Further, it has

been viewed as a result of the more frequent employ-
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luent of the right arm, and the gi’eater tendency to

repose on the right side. Lastly, the position of the

rectum on the left. In mnltipara the uterus does not

rise so high, there being less support aflbrded by the

walls of the abdomen, which very often become very

flabby and yielding.

Various tumours of the abdomen simulate the

enlargement due to pregnancy. We shall notice these

fiu’ther on.

142. Frequent Desire to Micturate.—This is com-
mon during the descent of the uterus at the early part

of pregnancy, and is due partly to pressure on the

neck of the bladder. It is probably, however, in part

due to reflex influence, and what strengthens this view
is the fact that we have seen it benefited by medicines,

which could not have happened had its origin been
mechanical. Females get good from a little gm. I give

Camphor, Hyoscyamus, and Spt. Eth. Nit. I have met
with one or two cases of retention, and on examining
found it due to a moderate retroversion. I pushed
back the ceiwix from the neck of the bladder, and
ordered, rest on the belly.

143. Quickening.—This is the first movements of the

foetus felt by the mother. It is not the first move-
ment of the foetus, but that which is first perceived.

The old view was, that this was the moment that life

was first breathed into the child—that previous to

this it was but an inanimate thing
;
but that was an

absurd hypothesis altogether. The movement is felt

about 4 or 41 months after conce])tion
;
but .some ex-

peiience it so early as the middle of the fourtli month,
others not until the fiftli. It is just a little pat at

finst, but strengthens as the infant gi’ows. Though the

touch be thus light, it often communicates a great thrill

to the system, and females are sometimes sickened on
to syncope. They feel in some cases as if subjected to

a strong electric shock
;
but perhaps much of the ex-

citement is due to emotion conserpient on the mother
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feeling for the first time that Mdthin her is a living

child. “Quickening” is now variously explained :

—

1. It is said to be due to muscular contraction; not
the result of the will, or a psychical act, but dependent
on the spinal system, and therefore a reflex phenome-
non. The child was previously alive, of course, but
had only now arrived at a condition of development
wherein it possessed the power of movement. 2. The
movements of the foetus while the uterus is in the

cavity of the pelvis are not felt, because the uteiais is

not supplied with nerves of sensation, and is sur-

rounded with parts similarly deficient; but when it

ascends out of the pelvis, it comes into contact with

the abdominal walls, which are supplied with nerves

of sensation, and thus the woman is made conscious of

them. 3. Some attribute quickening, with Roystou,

to the sudden passage of the womb from the 2’elvis

into the abdomen. Some cases are mentioned where
no movement was experienced the whole time, and yet

where a living and healthy child was brought forth.

It is not easy to account for these cases. There would
seem to be either unusual ajiathy on the jiart of the

foetus or unwontetl absence of sensation on the jiart of

its parent. It would be interesting to know whether
these uncommonly still infants were the jiarents (“ the

child’s the father of the man”) of those jiaragons of

indolence one sometimes comes athwart in the world;

who vegetate only
;
who slee}!, and eat, and rejiose in

easy couches
;
who live in a chronic and hojieless state

of dreamy inactivity
;
and who, if they can be troubled

to wonder at all, are amazed that anybody can be

active, or otherwise than permanently hybernating,

like themselves. It is highly ju’obable that these arc

the queer sjiecimens of humanity who never gave their

mother a single dig in the belly all the time she car-

ried the useless lumber.

144. False-quickening.—The value of this evidence

is depreciated by other sensations. Many married
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ladies will tell you they feel the movement of a child

^vithin them, when in reality they are not pregnant;

and they will maintain this as strongly as some un-

man-ied females, when pregnant, will protest that they

are not so. No doubt these ladies do experience sen-

sations which they fondly believe to arise from the

movements of an infant
;

but, unfortunately, eveiy-

thing that sparkles is not a diamond. The sensation

may be due only to flatus, or to contractions of the

abdominal muscles. Dr Bedford relates the, case of a

woman (“ Princip. and Practice of Obstet.,” p. 181),
“ Aunt Betty,” who declared that she had been preg-

nant for fifteen years, and she went about making a

living, if not a fortune, by showing her “ Jack in the

box”—by exhibiting how the little one jumj^ed in her

womb. In looking at the abdomen, a good deal of

movement was seen, certainly
;
but it was found that,

from long practice, she could cause the abdominal

muscles to contract.

The case of Queen hlary of England may be cited as

an illustration of how far fancy, fanned and inflamed

by the anxious desii’e to have offspring, may impose
on sound sense and integrity. So confident was she

that she felt the movements of a child within her that

she caused proclamation to be made of her interesting

condition. There was wide and general rejoicing at

the happy prospect, and offerings and congi-atulations

flowed in from a thousand sources. Alas ! it was no
child after all, not even wind, but something worse—
viz., water,—a case of abdominal dropsy. Hume, the

historian, thus alludes to the circumstance

:

—“ The
Queen’s extreme desire to have issue had made her
family give credit to anj’- appearance of pregnancy;
and when the Legate was introduced to her, she fan-

cied she felt the embryo stir within her womb. Her
flatterers compared this motion of the infant to that of

John the Baptist, who leaped in his mother’s belly at

the salutation of the Virgin. Despatches were imme-
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diately sent to foreign courts to inform them of the

event; orders were issued to give public thanks; gi’eat

rejoicings were made; the family of the young prince

was already settled, for the Catholics held themselves

assured that the child was to be a male; and Bonner,
Bishop of London, made 2mblic jDrayers. He said that

Heaven would pledge to render him beautiful, vigoi’-

ous, and witty. But the nation still remained some-

what incredulous, and many were persuaded that the

Queen laboured under infirmities which rendered her

incapable of having children. Her infant f>roved only

the commencement of a dropsy,” »kc.

Many similar cases might be recorded, but it is im-

necessary. We have seen well enough how ladies,

anxious to carry, become quite oblivious of the old pro-

verb, “ Catch your game before you cook it.”

The practitioner, then, has to be on his guard, and,

as ju’eviously said, to take care to rely little on the

asseverations of the women, and more on the various

physical signs.

145. Bailottement, or passive Motion of the Foetus.

—Another sign of jiregnancy, and an undoubtedly valu-

able one, is the passive movement of the child. An-
other name for it is rejjercussion. It is the forced

motion of the foetus from one jDart of the womb to

another. It may be produced simply by the female

changing her position rather quickly—turning rather

suddenly from one side to another—when, obedient to

the laws of gi’avity, the foetus also alters its 2ilace.

But it is usual to produce the movement in this way.

Place the woman in the upright posture, or, if recum-

bent, have the shoulders well elevated; then intro-

duce the forefinger into the vagina, and as far as the

cervix, at the same time steadying the uterus with the

other hand. Then quickly jerk tqj the finger, and the

presenting part will be found to recede, and then to

return again, and impinge upon, or greet, the finger.

This jerk with the finger causes it to move in the
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liquor amnii, and then it gravitates towards tlie finger,

when the impulse is exhausted. This is undoubtedly

a most invaluable sign, for floating tumours are I’are.

We cannot obtain this sigir till about the 4th month,

and it is perhaps best observed from the 6th to the

7th month. There are some instances where we will

be unable to obtain ballottemeut at all, such as those

where the liquor amnii is exceedingly scanty, and others

where the foetus is lying transvei’sely.

146. Uterine Murmur or Souffle; Bruit Placen-

taire; Placental Murmur.—The placental bruit is an-

other satisfactory index. To IM. Kergaradec is due the

credit of calling attention to it first. It is an inter-

mitting whirring sound, something like the cardiac
“ bruit de soufllet,” and like the sound produced by
blo^ving gently on the mouth of a bottle. Its charac-

ter varies a little; sometimes it is a rasj)ing, or hissing

sound, or modification of these, and of the wdiirring

sormd. It is produced by the passage of the blood into

the placenta, in all likelihood; although there are

those who think that it is due to pressure exercised on
the adjacent blood-vessels by the gravid womb. Those
who hold the latter view maintain that the sound is

heard sometimes after the birth of the child. 2nd,
That it may be heard in almo.st every part of the
uterus. 3rd, That a similar sound is heard when preg-

nancy does not exist, as in cases of abdominal or

uterine tumours. A 4th theory is this, that it is en-

gendered by the laboured ])assage of the blood through
the tm’gid ve.ssels of tlie uterus itself. 5th, Another
hypothesis is, tliat it is produced by the peculiar condi-

tion of tlie blood, as in clilorosis, where, as you will

perhaps be awai'C, similar murmurs are heaixl over the
large ve.ssels. In chlorosis, Dr Brown-Sequard, the
able physiologist, thinks the sounds emanate from a
tremor of the muscles; local contractions of the muscles
of the womb may therefore give rise to it. Lastly,

some say that it I’esults from the difference between
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the calibre of the aiieries supplying the uterus and the

utei’ine sinuses; that the sound is jiroduced by the sud-

den expansion of the current of blood as it goes from
the smaller to the larger vessels. Our own view is

that it is due to the utero-placental circulation. You
will find it always loudest over the site of implantation

of the placenta, and djdng gradually away as you travel

from it. If it is not in the placenta itself, it at least

indicates its site. This murmur may be heard with
care about the 4th or 5th month. Dr Kennedy says

that he has discovered it as early as the 10th week.

It can always be made out before the pulsations of the

foetal heart, about which Ave shall j)resently speak
;
and

it is heard some little time even after the death of the

foetus. In reference to the value of the sign, it is

rather lowered by the fact of somewhat similar sounds

being occasioned ajiart from pregnancy, as in fibrous

tumours, in molar pregnancy, and hydatids. We see,

moreover, in women with very attenuated abdominal

walls, that if we place the stethescope pretty firmly

down, a similar murmur is heard, proceeding simply

from the lai’ger vessels. In some anaamic and hysteri-

cal females especially, a veiy loud bruit is heard
;
so

loud, indeed, that you might, unless considerably expe-

rienced, mistake it for aneurism. Let it be borne in

mind, too, that the absence of the sound is no evidence

of the absence of pregnancy, for the placenta may be

placed posteriorly, and thus lying deep, fail to produce

a sound loud enough to be heard. The locality where

the sound is best heard is just a little above Potipart’s

ligament, at one or other side
;
oftener on the left than

the right.

147. Pulsation of the Umbilical CTord, or Funic

Souffle.— It is only in very rare cases that the pulsa-

tions of the funis can be heard. Dr Evory Kennedy,

who has made a special study of the auscultation of the

foetus, says that he has been able to hear them. The

cord would require to lie between the foetus and the
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j

anterior wall of tlie uterus, and tlic abdominal walls
I would also require to be very atteuxiated. In a
1 “ Banting ” it were next to impossible. It is a very

I feeble murmur synclironoiis with the pulsations of the

I
foetal heart, whereas the placental or utei'ine bruit is

i in unison with the beat of the maternal lieai't.

148. Pulsations of the Foetal Heart.—Thus is the

: crowning and culminating sign. It was discovered by
1 M. Mayor, of Geneva, i'ully a half century ago. The
: discovery was a great one, a tiady golden “ nugget ” in

[ obstetrics. When we hear this sound there is an cud

I of conjecture or doubt as regards pregnancy; we are

f certain that it does exist. We may doubt many or all

' of the other signs, but this one gives the death-blow to

scepticism. It has been matter of great wonder how
i this pearl was so long in being detected, more especially

seeing that it lay, as it were, so near the surface, and
required no diving into a vasty deep. True, ausculta-

tion was not scientifically practised then
;
but it is

strange that some lucky ear was not placed on the

woman’s abdomen, and thus enabled to secure the
I prize.

Character of the Sound.—It is a sharp, short tick,

something like that of a watch slightly dulled. It is

a double sound, and the second is loudest and most
easily heard. It varies a little in strength, in force,

and in i-hythm. Its average frequency is about 140
beats per minute, which is nearly double that of the
parent. Its frequency diminishes rather as the jieriod

of pregnancy draws to its close. The foetal circulation

is independent of that of the mother, yet the foetal

pulsation varies a little, owing to the condition of tho

j)ai’ent, emotion, cfcc., having a certain infiuence.

149. The sound is heard best about the middle
of the abdomen, reckoning veidically, and a little to

one side, u.sually the left. Tho sound will be heard at
times over a good s{>ace, but as a rule you will not
detect it i-eadily very fiir from the )niddle abdominal
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region. The time at which these pulsations begin to

be heard is about the end of the 4th month. Naegel6
says it was the 18th week in 30 out of 50 cases which
he examined. Various conditions may interfere both
with the distinctness of the sound and the period at

whidi it is audible, such as thickness of the abdominal
walls, redundancy of liquor amnii, and feeble pulsation

of the child’s heart due to debility. Is there any other

sound likely to simulate this one, and so mislead us ?

Hardly. There are the sounds of the maternal heart,

of muscular contraction, and of the arteries of the

uterus; but none of these I’esemble the ones we are

considering. After a little experience they cannot be

mistaken. The sounds of the parent’s heart can rarely

be heard down in the locality of the uterus. But
granting that they were heard there, they would not

confound us, the foetal sounds being much more rapid

and feeble. It has now to be remarked that while the

existence of these sounds assures us beyond the shadow
of doubt of the presence of pregnancy, their absence

cannot lead us to conclude that the woman is not

gravid
;
and for this reason, the foetus may be dead, or

in a very enfeebled condition. Those instances, how-

ever, where the sounds are not heard ai’e exceedingly

rare. M. Depaul found them absent in 8 cases only

out of 1000. In conclusion, it may be stated that these

sounds also afford us im^iortant uiformation in reference

to the position of the child, but of this more afterwards.

150. Kiesteine.—After the last sign nothing more is

requii-ed to attest pregnancy, but there is a chain of

evidences, and no link need be omitted. In the urine

of the pregnant female is found a whitish granular

substance, named Kiesteine. When her urine is per-

mitted to stand for some time, thirty hours or so, this

white deposit is found. It rises gradually from the

4th to the 6th day to the surface of the water, forming

a dull white cloud, cotton-like, or resembling carded

wool. It seems to have been known by Savonai’ola as
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far back as the 15th century, altliough it has been

more particularly investigated in modern times by
Nauche and Eguisier. It has been analysed, and found

to contain fat, a caseous substance, and the trijde-

phosjihate. It disappears a few days after its forma-

tion, at which time the urine becomes turbid. The
time during wliich this substance is found to gather in

the urine is from the end of the first month to the

termination of pi’egnancy. It is not a very important

indication, because—It is found in some females not

pregnant
;
in some when under a course of cod-liver

oil
;
and, on the other hand, in some cases of ^iregnancy

it is absent altogether.

151. Jacquemier’s Test.—This is a violet or port-

wine colour of the vagina and inner surface of the

vulva. It results from obstruction to venous return,

and being due to pressure, a pehfic tumour may occa-

sion it as well as the gravid uterus. Dr Wistrand,
Kilian of Bomi, and others, however, hold it to be an
infallible sign of pregnancy

;
that it is produced by

compression of the utero-pelvic veins
;
and that the

colour is peculiar to pi’egnancy. Kluge, of Berlin,

Parent-Duchatelet, and Ricord also think it an un-
varj'ing accompaniment of gestation.

Pulsation of Ya(jinal Artery .
—Osiander called atten-

tion to this sign, an increased jralsation of the vaginal

artery. During pregnancy, and when aliortion is

threatened, that author says it is increased, both as

regards volume and force.

152. State of the Skin of the Abdomen, and of the
Umbilicus.—There is often found a coloured line about

\ inch broad, extending generally from the [)ubis to

the navel, or to near the ensiform cartilage. It may
be of a brown, ocliry, or ambrc hue. Around the um-
bilicus also is a dark areola at times.

Sound occasioned hy Foetal Movements.—Naegclo,
and then Depaul, notice this sound. It is a very slight

dull sound, or tap, due to the movement of the infant.
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and may be excited by manipidating the uterus thi'ough

the abdomen.
Evidences from general condition of the Woman ,

—

Tlie pregnant woman is in general pletlioric, and has a
fuller and quicker pulse. There is an increase of fibrine

in the blood also. There are various mental peculiarities,

such as vicissitudes of temper and ca2iricious taste. The
skin has been foimd to change its colour, becoming
dark or sallow, and sometimes eruptions apjiear, esjie-

cially on the face.

153. Summary of the Signs of Pregnancy in the

order of their importance—Gomimrative value of the

different Signs, the.—The certain signs are—(1.) Sound
of jmlsation of fcetal heart. (2.) Ballottement

;
and (3.)

Movements of infant. The less certain ones are— (1.)

Suspension of menses. (2.) Milk in breasts, areola,

and mammary enlargement. (3.) Uterine souffle. (4.)

Morning sickness. The remaining are less rehable still,

Pulsation of Fcetal Heart. Cessation of menstrua-

tion. Morning sickness. Quickening. Mammary sym-

pathies
;
milk in breast. Enlargement of abdomen.

Ballottement. Uterme souffle. Jacquemeir’s test

—

A violet colour of the vagina and vulva. Kiesteine

in urine. Pulsation of cord, or fanic souffle. Pulsation

of vaginal artery. Salivation. Plethora. Changeable

temper
;

jieculiarities of taste. Colouration of skin.

Sound from movement of foetus.

154. Morbid Phenomena simulating Pregnancy.
—There are various affections which resemble the

gravid state in many points, and which may be noticed

briefly here. We refer to them at greater length far-

ther on. (1.) Intro-uterine growths. These, whether

fibrous tumours or jioly^ii, cannot jierplex one much,

because there is generally luemorrhage, the discharge

occurring often and profusely, eveir during the inter-

vals of the menses. They are of slower gi-owth, too,

and in general a long period elapses before they enlarge

the uterus and abdomen to an extent likely to resemble
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pregnancy. Thei’e may also be a souffle with a fibrous

tumoiu’, resembling the placental one, but tlie hemor-
rhage and the history of the case differentiate it suffi-

ciently.

(2.) Dropsy of the Uterus.—This may lead to an en-

largement resembling pregnancy
;
but in this disorder

the system is generally involved, and then there will

be the absence of the other signs.

(3.) Utenne Hydatids .
—In this affection there is

usually discharge of blood at times, with a good deal of

bearing down. There is also a good deal of discharge

of water from the uterus periodically. This is viewed

as a pathognomonic sign.

(4.) Physonietra .
—This is a collection of wind within

the cavity of the uterus, due to a portion of placenta

being retained, and decomposing, or to a mole or putrid

fcetus. It is a very rare affection, and many a practi-

tioner has suppoi-ted perimeums, even for half-a-century,

without having met with a case. By j)ercussing the

abdomen, marked resonance will be elicited
;
and as

y
gas escapes now and then, the dimensions of the turnour

will vary from time to tune. The history of the case

will also help diagnosis.

155. Extra-uterine Tumours simulating somewhat
the Gravid State.—Fibrous tumours growing from the

outer portion of the uterus are not uncommon. They
are generally pedunculated. Mobility characterises

them, and you are often able to gr-asp them in the hand
as you would a large pear. I saw a case, a short time
ago, with Dr Groves, of Trinity, where, during labour,

a tumour pressed up the abdominal wall in so ])rominent

a manner that one would have thought it a case of

extra-uterine pregnancy.

(1.) Ovarian Disease .
—The ovaries often enlarge and

fill uj) the abdomen, just as it is bulked in pregnancy
j

and, moreover, this affection frequently co-exists with
this condition. Ascertain where the tumour began
to grow. Here it begins in one or another iliac region

;
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while in pregnancy it begins in the first instance below,

in the middle line, and gradually develojjs upwards.
If it be a case of drop.sy of the ovary, there will be
marked fluctuation on percussion.

(2.) Ascites.—Ascites, or peritoneal dropsy, is not
readily confounded with pregnancy. For, 1. There is

general fluctuation over the abdomen
;
and, 2. It is the

consequence of an antecedent or co-existing malady,

such as disease of the heart, liver, or kidneys, or of

inflammation.

(3.) Tymjjanites.—An accumulation of flatus in the

bowel will often occasion immense abdominal disten-

tioiL Hysterical women are very much subject to it.

Percussion elicits resonance here, and then there will

always be some gas passing away, either upwards or

downwards, and tliiis showing the nature of the swell-

ing, as well as lessening its bulk.

156. (4.) Phantom Tumours—Spurious Pregnancy.
—The most notable exam pie of this kind is that produced

in some hysteidcal females, by an irregular contraction

of the abdominal mmscles. Sir James Simpson was
wont to call it pseudo-cyesis. There is, generally, some
menstrual disox'der present. The abdomen bulks out

largely, and some of the women fondly believe, and
firmly declare, that they are with child. The belly

sometimes assumes the jirecise contour of pregnancy,

and by percussion we may even elicit dulness, instead

of resonance. An examination per vaginam may easily

satisfy us, and even by grasping the abdomen firmly

with both hands we shall find that there is no solid

body like a fully-developed uterus containing a foetus.

But the best way of diagnosing such cases, of expelling

the phantom, and dissijiating the ghost, is by amesthe-

tising the patient. Place the deluded female, or the

impostor, it may be, under the potent spell of chloro-

form, and her big belly will disappear like the iceberg

when it reaches a temperate clime. The irregular and

spasmodic contraction which occasions the tumour is
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destroyed; the abdomen relaxes and flattens; all

doubt is dissipated, and the iiliysician may have his

quiet chuckle at his leisure. The female and lier

friends may be disappointed, no doubt
;
for whore a

child was sujijiosed to dwell there is only a chasm : so

much for overcoming the spasm. Only a short time

ago, I met with my hrst stiiking case of this nature.

It was a very hysterical woman, who had one child

only, and some 7 years previously. When sent for to

deliver her, I took my .short forceps with me, as I

remembered that .she had a .small outlet, and, moreover,

resided about a mile and a-half from my dwelling. On
arriving, I found that all arrangements had been made,

nurse provided, itc., but on examining per vaginam, I

was quite astounded to find the uterus undeveloped.

There was a large belly, certainly, and she said that

she had strong pains
;
but it was quite evident that the

tumour was due partly to flatus, and partly to spas-

modic contraction. I had a good laugh (quietly), but
did not, of course, the woman chaff The student

should forbear, in such a case, to hurt the female’s feel-

ings, by levity, itc.
;

it is better just, in quite a grave
way, to say that even experienced people will at times be

mistaken. Dr Keiller, many years ago, reported a strik-

ing case to tlie Obstetrical Society of this city. The
woman, her friends, and a doctor, all believed that an
infant was to be born

;
tlie latter even thought that

the Ciesarian section might be required, so big seemed
the belly, and so imperfect the means of exit. The
woman indicated serious suffering, and alleged that the
child was so vigorous and restless that it would “ leap

through her side.” But here no child appeared,
which, after the chloroform, was not the least strange.

Joanna Southcott is said to have imposed on lier phy-
sician by also contracting the recti muscles.

Foical Matter .—Tliis lias sDinctimes accumulated so

extensively as to produce a large tumoui', but this can
hardly mislead.

1
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157. Summary of the Diagnosis of Pregnancy
from other Tumours of the Abdomen.—Pregnancy is

knovYn from fibrous tumours, by the dm-ation of the

latter, which is longer, and by there being in the gravid

state the mammary signs, changes in the os and cervix,

auscultatory evidences, ballottement, &c. Polypus
uteri, in addition to wanting the other signs, is usually

attended with frequently recurring haimorrhage.

Ascites.—Here there is general fluctuation, and per-

cussion gives a clear sound in the flanks. Then there

is antecedent, or co-existing disease. Absence of other

signs
;
and per vaginam, there is no uterine change

similar to that of pregnancy. Distension of uterus

with fluid, &c. History is quite different ; then the

other signs are absent. In cases of distension with

flatus there is clear percussion over the tumour.

Cancer.—Here, while there may be enlargement,

there is pain and ha3inorrhage, and absence of auscul-

tatory signs.

Ovarian Dropsy.—Here the tumour begins to grow
at one or other side. There is the absence of auscul-

tatory evidences, and of the changes of the uterus

ascertained by the toucher.

Distension of Bladder.—In retroversion this has

occasionally happened, and a large tumour been formed.

The catheter would soon tell the nature of the case.

Fat in the Abdominal Walls and Omentum.—The
toucher and the stethescope will dispel all doubt here.

Iloematocele, Pelvic Abscess, Cysts of the Omentum,
Fcecal Accumulation.—In these cases there will be

neither the usual uterine changes nor stethescopic

phenomena common to the gravid state.

Phantom Tumours—Spurious Pregnancy.—These

are made to disappear under chloroform.
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CHAPTER IX.

EXTRA-UTERINE PREGNANCY.

158. Extra-Uterine Pregnancy or Foetation.

—

It hap^iens in rare cases that the ovum does not pass

along the oviduct to the uterus, but is arrested, or

remains in the ovary. It may remain embedded in the

ovary, or fall into the cavity of the abdomen, or be

stopped in some part of the Fallopian tube. Coste has

stated that woman only is liable to this misplaced

gestation, but it has been found among the lower

animals. The subject, though noticed by Albucasis,

(.Ud not receive very much attention until recent times,

and we are indebted to some of the Germans, such as

Scliniitt of Vienna, and Cams of Dresden, for a careful

account of the various foi'ms of this misplacement.

Five varieties are usually noticed.

(1.) Ovarian. (2.) Tubal, tubular, or Fallopian.

(3.) Abdominal. (4.) Interstitial or Parietal. (5.)

Ovario-tubal.

(1.) Ovarian.—This varietyhas lieen doubted by some.
Tlie doubt arises from this—the question whether it is

possible for fecundation to occur before the rupture of

the ovisac. Those who say that it cannot be effected

•without this deny ovarian gestation, maintaining that
true ovarian pregnancy can be found only where tlie

ovum becomes developed within the ovary, and this

can only happen liy tlie spermatozoa penetrating the
ovisac and fecundating the gcimi, without ruptvu’ing

the o-vdsac.

We think there is some truth in this view, although
some cases have been met with where the nrowinfir

loetus was closely connected with the ovary.
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159. (2.) This was at one time deemed the
most common form, but Hecker of Munich has sho^vn

by careful statistics that this is not so. In about 200
cases there were 160 abdominal, including, as he does,

ovarian, the remaining 40 only being tubal. Hecker
has also investigated the comparative frequency of

right and left Fallopian pregnancy, and has been able

to confirm the jn-emous opinion, which was, that it is

more common on the left side than on the right. The
tubal is a very fatal form. One only survived out of

64 cases.

(3.) yl hdorninal or Ventral.—Here the germ is in some
part of the abdominal cavity, and develops there. The
jilacenta in these cases indicates the site

;
and it has

been found on the mesentery, m the iliac fossae, in the

recto-uterine fossa, on the broad ligaments, and on the

anterior abdominal wall, tkc. This is not so fatal a

form as the tubal, for of 1 32 instances, according to

Professor Hecker, 76 survived.

(4.) Interstitial or Parietal .—Here the ovum, after

ti-aversing the whole oviduct on to its junction with

the uterus, becomes arrested, and gets embedded
between the uterine fibres. Instead of entering the

cavity of the womb, it gets ensconced in its substance.

Breschet, who first described this form in 1824, held

that the embryo slipped into the opening of some of

the venous sinuses, which he fancied existed near the

uterine end of the Fallopian tube, but on searching for

these they are not to be found. Tliis is a rare form.

It is also very fatal.

(5.) Ovario-Tuhal .—Here the ovum is attached to the

fimbi’iated extremity of the oviduct, and also to the

ovary.

160. Causes of Extra-Uterine Gestation.—Many
theories have been broached in reference to the causes

of this abnormal form of gestation. Astruc held that

it was more prevalent among unmarried females and

widows than the mairied, and he said tliat it was owing
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to fright—fear of being detected in the act—tliat the

embryo got into the wrong place. This will not stand

the test. Experience has shown that as many have

occurred amongst the married as the unmarried.O
Virchow propounded a more plausible theory. He
noticed that tliis form of pi-egnancy was often accom-

panied by acUiesions of the internal genital organs,

produced by false membranes. The adhesions, too,

were most frequently on the left side. He thought

then that these adhesions interfered with the mobility

of the ovary, and thus the misplacement arose. Stric-

ture, or even an unperforate condition of the Fallopian

tube, was also supposed to be a cause. Inflammation

of the mucous membrane of the tube, or impaired

peristaltic action, or dis})roportion between the ovum
and oviduct, may also have to do with it. The inter-

stitial variety has been attributed (in addition to

Breschet’s view) to abnormally large interspaces be-

tween the uterine fibres, or to a partially cornuated

uterus. In abdominal pregnancy the cause might be
due to an impei'fect action of the oviduct.

161. Symptoms of Extra-uterine Pregnancy.—The
symptoms of extra-uterine foetation are certainly not
uniform. This might be expected, for they will depend
much on the particular site where the embryo is jilaced.

In some cases thei’e is not much sufferin 2: to beuin
with

;
but, in others, there is intense distress from the

outset. Men.struation may or may not be susiiended.

The mammse generally enlai’ge, as in normal ge.station,

and the characteristic areola and mammilla are de-

veloped. There is often a sense of weight and great

uneasiness in the abdomen, or deeply seated in the
pelvis. Nausea and vomiting, too, are common. An
enlargement of the abdomen takes place usually at a
particular spot, and this part is often the seat of pain.

The uterus increases to a certain extent, but there are

not those changes which take place when a normal
pregnancy is in progress. For examj)le, the cervix
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does not diminisli in length, nor does it point towards
the sacrum, as it commonly does in natural cases.

But the decidua is formed. By grasping the utenis

ndth one hand external, and the other internal, we will

find that the abdominal swelling is not the enlarged

womb. We will thus make out that, qua the uterus,

the tumour is extra, and not intra. The limbs of the

fcetus may sometimes be readily felt. If the child con-

tinues to live, movement will be felt, and it will be all

at one side; the movements, too, -will occasion much
pain. Sometimes the uterus expels masses of fleshy-

looking substance resembling moles, or like portions of

placenta. Wherever this latter is implanted, there is

greatly increased vascular action, and, in some cases,

fatal luemorrhage has occurred from the rupture of the

vessels.

1G2. Progress of the Case.—The fcetus and its ap-

jiendagos at first develop much the same as if they had
been located in their natural bed, but the lobes of the

placenta have been found more abundant. The embryo
is enveloped in a cyst, which differs as the site varies,

just as the material of which a dwelling is built differs

in different parts of a country, owing to the natui’e of

the strata in its locality. In “ ovarian ” it is consti-

tuted by the fibrous and other tissues of the ovary

itself
;
in “ tubal,” it is made up of the mateiials of the

oviduct
;
and in “ ventral,” it consists of a plastic exu-

dation thrown out to meet the abnormal circumstance.

In “ovarian” and “Fallopian” cases the placenta is

thin, as might be looked for, in such a tight-bound

place. Nothing is more truly wondei’ful than the efforts

made by Nature in such cases to atone for her blunder;

but too often, unfortunately, she fails to avert the dan-

gers which, in a nodding moment, she has inaugurated.

It is rare to find these cases going on to the full time.

They may go to the fifth month or so; occasionally

they will go longer—even for yearS. In such a case

the embryo becomes dry and shrivelled, fatty, or cal-
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careoiis. In the latter case, it is termed litliojicedion.

When it goes to the full time, it is yet seldom that the

foetus is alive. It perishes from imperfect nutrition

and other causes. In some instances the cyst has given

way, and the foetus has escaped from it; but a new
cyst, a secondaiy one, arises as the jiroduct of inflam-

matory action. In other instances, inflammation and

ulceration occur, and a fi.stulous communication exter-

nally results. This opening may either be through the

abdominal wall or rectum, the vagina, or bladder.

Through this abnormal canal produced by ulceration,

the foetus, in a state of decay, may come, or bo extracted

piecemeal, and from time to time. The late Dr Dyce,

of Aberdeen, recorded a case where the foetus was
retained in the abdomen for eight years. The woman
bore two children afterwards. The late Dr Campbell
reported a collection of 75 cases. The period of reten-

tion ranged from 4 months to 56 years. Normal gesta-

tion may proceed in presence of extra-uterine foetation.

Nine women were found to have conceived in these

circumstances once
;

and one female actually seven
times. Other statistics show that in 98 cases the

foetus j)erished in 79 at 9 months, or soon after
;
1 died

in the 8th month, 7 about the 7 th month, 1 in the

6th, 2 in the 5th, 2 in the 4th, 5 in the 3rd, and 1 at

the end of the 1st month. The most favourable ter-

mination is where the embryo dies eaidy, and is encysted

in its own membranes
;
the worst, where the sac gives

way, and ha3morrhage or infhimmation follows.

163. Dangers.—This form of pregnancy is likely to

tell severely on the mother. A serious source of dan-

ger is the ruptiire of the cyst, which may load to fatal

haemorrhage. If the woman escapes this, .she may suc-

cumb to inflammation of the peritoneum. Dupture is

usually preceded by a good deal of pain, often with
vomiting, feeble pulse, and cold extremities. Some-
times, when the dead mass tries to make its way out,

there is extensive suppuration, pain, diarrhoea, and
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hectic symptoms. At other times, when the foetus is

retained, and the cyst remains unruptured, pains of a
severe character, and recurrent like those of labour, set

in
;
and the uterus may sympathise also, and conti'act

with severity
;
and from more or fewer of these con-

comitants the female may become exhausted, and finally

sink. But, as Dr Campbell has remarked, the child,

after perishing, may remain in the abdomen of the

woman for yeai’s without causing much inconvenience

or pain.

Treatment .—If we have a case of extra-uterine preg-

nancy to deal with, we know that a rock ahead is the

giving way of the cyst
;
and thei’efore our aim should

be to aid in preserving it entire as long as possible.

The unfortunate woman should avoid exertion, and all

pressure, or chance of pressure, on the tumour. Any-
thing likely to excite or irritate the uterus, too, such

as a strong cathartic, should be shunned. If great

uneasiness and pain be present in the tumour, it may be

allayed by leeching and an opiate. If we should find

an abscess forming in the abdomen, or vagina, or rec-

tum, resulting, it may be, from the decomposition of

the embryo, we may encourage this by fomentations

and poultices where joracticable
;
afterwards making an

opening and affording an outlet for the debris of the

foetus. Experience, which is the most reliable pre-

ceptor, has shown that when suppuration has been set

up, there is much less danger to be anticipated from an
incision. The embryo has been extracted in this way
both from the abdomen and vagina. Out of 30 such

cases, 28 were successful.

164. Gastrotomy, &c., in Extra-uterine Preg-

nancy.—Gastrotomy has been jiractised with success

in this form of pregnancy. It is an operation fraught

with risks. We do not mean to affirm that cutting

into a woman’s abdomen, /jer se, and by a skilled

operator, is so dangerous a proceeding as was once

imagined (from Hippocrates, who believed it fatal.
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down to recent times)
;
no, our modern ovariotomists

have demonstrated the conti'ary; but in the cases

under consideration there is the cutting into a cyst;

the severing of blood-vessels
;

profuse and critical

hiemorrhage. On the other hand, when suppuration

is set up, this bleeding is avoided. If the foetus is

pressing down on the vagina, and you can feel it

bulging, an incision may be made through the vaginal

wall, and the embyi’o extracted either by forceps or

version. Dubois did this, and there was a case in the

hosiiital here thus treated by Dr Duncan a year or two
ago. In Dubois’ case there were extensive and hnn
adhesions between the head and the walls of the cyst,

and he allowed it to decompose, and then removed it

bit by bit with the pincers. Dr Hall Davis reported

a case to the Lond. Ob.st. Soc., Nov. 2, 1870, where
the patient died 6 days after ruiiture of the cyst. Dr
Davis diagnosed it correctly, and wished to operate,

but the other consultants did not sanction the proceed-
ing. Dr J. B. Hicks performed the operation success-

fully (.see “Lancet,” July 20, 18G7). It was a ca.so

where the cyst was in communication with the intes-

tines. The tumour bulged between the umbilicus and
the right flank, and he cut down upon the most tender
part of it. He incised down to the peritoneum, care-

fully opened the cyst, and removed the foetus (which
was putrid) by means of the ovum forcejis. Some
detached ribs were also removed. The ])lacenta being
placed deep, and being firmly adherent, was allowed to
come away gi’adually. This occupied b days. The
cyst was washed out daily for a foitnight, until all

foetor ceased. At the end of 5 weeks the walls of the
cyst had united, and in a fortnight more the Avouud
Avas healed. There is another condition where recour.se

might be had to gastrotomy. For example, if the
foetus has gone beyond the full jieriod, and the mother
consequently suffers intensely OAving to the jirescnce of
the embyro in its unnatural locality—in jioint of fact.
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threatens to succumb altogether owing to the dire

displacement—then a resort to the operation may be
warranted. If it is a sore position for the poor woman,
it is also a trying one for her doctor, for his operation

may, instead of relieving her, send her faster to the

unseen land. She is going home at railwaj'^ speed
;
he

will either arrest the journey, or quicken the furious

pace. Of coiu’se, in so grave a situation, responsibility

is divided—a consultation is readily sought by the

medical man.
1C5. Destruction (artificial) of the Life of the

Foetus.—In order to avert the serious I’isks inseparable

from rupture of the cyst, hsemorrhage, and inflamma-
tion, it has been proposed to destroy the foitus, before

it develops sufficiently to enkindle mischief. About
14 years ago, M. Bachetti, of Pisa, adopted the method
of electro-puncture. Pie inserted two needles into

the sac, and passed through them an electro-magnetic

current. Pffiis was successful. An objection to this

plan may be founded on the difficulty of diagnosing

the case
;
for it may be confounded with various pelvic

and abdominal tumours, such as iierimetritis, peri-

uterine luematocele, and ovarian dropsy. Dr Green-

halgh has suggested that, when the cyst bidges against

the roof of the vagina, it should be punctured with

a long hair trocar and canula, so that the liquor amnii
may be discharged. He thinks that when this is done

early the embyi’O will perish, and the involucra cease

to grow. He I’eports a successful case in the “ Lancet,”

March 23, 1867. We would suggest that the embyi’o

might possibly be destroyed by internal remedies, such

as a course of iodine, ergot, or occasional doses of

opium. Of course, we would be scrupulously careful

not to injure the mother. The morality of this pro-

ceeding may be questioned
;

but the arguments in

favoirr of craniotomy hold equally well here. We
have named ergot, because we believe it kills

the child (when given in too large doses), both by
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poisoiliug it aud arresting tiic iitcro-placental cir-

culation, (that is, in intra-uterine cases.)

166. Missed Labour, and Postponed Parturition.

—In missed labour the parturient forces do not come
into play at the normal period, and the foetus is incar-

cerated in the uterus beyond the time when its libera-

tion is usually witnessed. As regards the cause of this

prolongation of the gi’avid state, we can only indulge

in speculation. If we believed that the foetus was the

excitant of uterine action, then it would be plausible

to conclude that some pathological condition of the

contained body was the cause
;
and, on the other hand,

if we held that it was due to ovarian influence, we
mi"ht ascribe it to some morbid condition of theO
ovaries. Another view we might take would bo that

it was due to a failure in attaining the culmination of

uterine irritability; or lastly, that it was owing to the

arrestment of the ordinary changes in the decidua and
jilacenta, which arrestment in turn would I'esult from
the non-maturity of the foetus. A morbid condition

of the contained body seems the most likely cause, for

this state also implies arrestment or modification of,

or interference with, the other conditions (such as the
changes in the decidua, etc., or the due amount of

ovarian excitement), which impel unto the iiarturient

act. Dr OlcUiam, many years ago, show'ed the uterus
and debris of a case of this nature to the Patholog.
Soc. of London. Portions of the foetus continued to

be discharged from the uterus for thi’ee months after

the full period, and at this time the wmman died. Dr
Oldham made a post-mortem examination, and found in

the womb “a moulded mass of bones aud adipocerous
material.” Dr Halley brought a case before the London
Obstetrical Society, where the greater portion of the
skeleton of a dead foetus was removed from the uterus
after being four years retained in that organ (“ Lancet,”
July 20, 1867). In the cow, postponement occasionally
happens. It is, however, to be recollected that missed
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labour is a rare occurrence. Of course, we exclude

those instances of unquestionable delay for a month or

so, which ought not to be viewed as similar, but which
might simply be termed postponed parturition.

Treatment .—If a case of this nature wei-e met with,
'

we should endeavour to arouse uterine contraction by
ergot, by galvanism, by friction over the ovaries, by
injections of warm water into the uterus, or by the

introduction of tents. It is possible one might have to

break up the mass, and remove it through the os uteri,

as suggested by Tyler Smith.

CHAPTER X.

SUPERFCETATION.

167. Superfoetation.—This is the name given to

those cases where a pregnant woman conceives again

during that state—in fact, in the presence of a gravid

uterus. It implies not only that there are two children

(or even more) within her womb, but that these are of

different ages. Among early authors, such cases were

implicitly believed in, but in modern times doubt has

arisen on the subject. It is undeniable, however, that

a female may be twice impregnated within a short

period. The case mentioned by Buffon is usually cited.

A white woman, immediately after connection with

her husband, was forced, through fear of her life, to

have similar intercourse with a negro. She was after-

wards delivered of a white cliild and a mulatto.

Dewees, Beck, Dunglison, Dr Lopez, and others, record

similar cases. Dr Hemy, in his excellent monograph

on the subject, gives strikmg illustrations. In the

lower animals the same thing is found. Mares covered
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first by a stallion, and soon thereafter by an ass, have

given birth at once to a horse and mnle.

In all of these cases, however, fecundation occurred

only within a short space of time, and therefore they

hardly support the doctrine of superfcctation, for by it

is meant a longer interval between the procreative

acts, and the delivery of a ftdly develojied child, say a

month or two after another mature infant had been

born. It is in reference to these latter cases that doiibt

has been entertained by such men as Caspar, Granville,

and others. Those who oppose the doctrine do so on

the following grounds :—They hold that the mucous
plug of the cer\ux uteri, together with the decidual

lining of the uterus, would debar the chance of a fresh

conception occurring. Of this there is some doubt.

Dr ]\Iatthews Duncan and others have shown that

there is communication l>etween the vagina and ovary

for a considerable time—a few months—after fecunda-

tion, and Dr Tyler Smith lias demonstrated that the

mucous 2)l^’g no great barrier to the ascent of the

spermatozoa. Moreover, the latter believes the decidua

to be open—that there is a breach in it at the upper
termination of the cervix

;
and Hunter held that there

was a similar ojieuiug in the decidua, ojijiosite the

uterine terminations of the oviducts. Thus the way
would be pretty patent, and the exjilanation of su

2
ier-

foetation not very latent. There are cases, moreover,
liroving it. One is r(>

2
iorted by Eisenmann of Stras-

bourg (tliat cathedral city so lately undergoing the
horrors of a liombardment). A woman was delivered

of a second mature child 4^ months after the birth of

the first, which was also mature. In this case tliere

was an autoiisy, and it was found that the uterus was
single. There is another which has occasioned much
controversy. In the 4th volume of the “ Lond. Med.
Trans.,” p. 1 Gl, Dr Maton communicated to the College

of Physicians that Mrs T
,
an Italian lady, was

delivered of a mature male child at Palermo, on the
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12tli November, 1807, and 82 days afterwards she

brought forth another, pei-fect and mature. There are

other cases reported.

We may state that some of the opponents of super-

fcetation likewise explain its existence as due either to

double uterus or to retention of a twin after the bii’th

of its contempoi’ary. But we are inclined to agree

^vith those who view this form of pregnancy as pos-

sible, although not likely to occur often. This rarity

we should not be disposed to ascribe to mechanical

hindrances, but rather to the absence of proper ovules.

It would imply extraordinary vigour were perfect

ovulation to be achieved for any length of time after

impregnation. The latter doubtless inaugurates changes

which are incompatible with the former, owing to theii’

appropriation of all the available generative vigour of

the female economy.

IIoio soon after Labour may a Woman Conceive ?

—

This question is of a kindred nature to the previous

subject. There are numerous instances of conception

four weeks after, and some even earlier. But it is

liighly probable that those earlier cases are exceedingly

rare, the lochial discharge interfering with the ascent

of the spermatozoa.

CHAPTER XI.

MOLAR PREGNANCY.

168. Molar Pregnancy—False Moles—Genuine or

True Moles.—Various substances, organised and non-

organised, are discharged from the uterus even of the

virgin from time to time, such as the membrane in

certain cases of dysmenorrhoea, and fibrinous masses,
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in shape like tlie cavity of the uterus. These are

termed spurious or false moles, and have nothing

whatever to do with fecundation. Many of the earlier

authors maintained that a mole could not exist without

impregnation—that it was always the offspring of

intercourse. This was the opinion of Mauriceau, who,

in his 105th Aphorism (^Traite des Maladies des

Femmes Grosses), says, “ Les femmes n’engendrent

jamais des moles, si elles n’ont use du coit.”

This we cannot subscribe to, believing that cases

occur—nay more, having met with them—where fleshy

masses have been expelled from the uterus of women
who certainly never had connection. If virgins expel

such things, then, they are not to be impeached with
sin—to do so would be cruel and unjust.

Gemdne 2Ioles .—This class always implies previous

fecundation. There are several kinds—the hydatigin-

ous, the fatty, and the carneous.

1G9. Hydatiginous variety.—This kind of mole has

been carefully investigated by Robin, Barnes, Metten-
heimer, Paget, Hewitt, and others. It is due to a
perverted growth of the villi of the chorion. These
villi take on abnormal action, and becoming dropsical,

swell out into little bags. These hang upon jiedicles,

and when a number are grouped together, the mass
resembles not a little a bunch of grapes. The pedicle

of these dropsical Aulli is foi'ined of the remains of the

base of a villus that has become dropsical. Gooch, the
Avell-known author of an excellent book on female
diseases, compared the little bags to currants, while
Cruveilhier likened them to grapes. The specimens
we ha\’e met with resemble the latter—they were just

like very small grapes. Mcttenheimer thinks that on
the outer surface of the little cysts, formed by the

transformation of the cells of the villi, a new growth
of villi arises, and that these again are morbidly
altered mto similar cysts, and so on. Dr Graily
Hewitt (“Bond. Obstet. Soc. Trams.,” vol. i., p. 249) says
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there is no new formation at all. As regards the cause

of the degeneration of the ovum and the perverted

growth of the villi, that is obscure. It may be some
innate morbid condition of the ovum, or some acquu-ed

defect. Dr Hewitt thinks that the starting-point of

the abnormality is the death of the foetus, rather than

that this latter is the result of the degeneration.

Cameous Mole .—This mole is formed in the follow-

ing way :—Blood is effused in the early weeks of

pregnancybetween the membranes, or into the substance

of the chorion, probably owing to disease, and the

ovum undergoes an alteration. The nomdshment of

the membranes is interfered with, and their normal
development is arrested. The blood becomes partly

organised, and of a pale colour, and the membranes
get dense. The foetus atrophies or disapjiears altogether.

When this mole is expelled, which hajipens at no cer-

tain date, we see the dense and thickened membranes,

and either a shidvelled embryo or none at all.

170. Fatty Mole .—After the j)lacenta has been

formed it may become morbidly affected, and thus

unfitted for the purpose of ffetal nutrition
;

or, on the

other hand, the foetus may perish, and yet the placenta

remain on its site, and continue to be nourished more
or less. The embryo will in either case get shrunken

up. What comes away may be a pretty large mass of

fatty placenta, and a very small and withered foetus.

All these three varieties of mole are due to an inter-

ference with the process of healthy nutrition. Whether
the starting-point be foetal or membranous is still an

ojoen c^uestion. In some cases a fully-developed foetus

svill be delivered, with a placenta invaded to a limited

extent by this affection.

Period of Expulsion of Moles.—The jieriod of extru-

sion of moles is controlled by no law. In normal

pregnancy the time is definite, but it is not so here.

Probably, however, there is a tendency toward their

expulsion soon after the death or transformation of the
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embryo. Some of them are retained for a long peiiod.

Tlii-s may involve medico-legal questions. For example,

a woman may be delivered of a mature child, and some
months afterwai'ds expel a mole, her husband all the

while being absent from hei’. Or a widow may also

be delivered of a mole a long time after her husband’s

decease. Suspicions of unfaithfxdness may thus arise—
i

strife, hatred, and estrangement become engendered

;

but it is in the jthysician’s power to calm the storm,

and replace discord by peace. To tliis end, it is neces-

I

sary to be conversant with the characters of these

I degenerate ova. Some of the old authors drew fanciful

j

pictures of these moles, which were made to bear a

i
resemblance to various animals, such as moidceys and

^ mice, lizards, frogs, owls, &c.
j
but although the shape

I’l of them is sometimes rather odd, there was in siich

li illustrations no little drawing on the imagination.

i Fantastic shapes they painted them, as if, when doing

l| it, “a drop sei’ene had cpienched their orbs.”

j

171. Symptoms of Molar Pregnancy.—The symp-
I toms vary a good deal, according to the kind. Some
n women never su.spectod they were carrying a mole
y until they expelled it. As .regards the hydatiginous,

fl which is the most inipoi’tant, the symptoms are well

e marked and often severe. The growth develojis rapidly,

ii and the abdomen enlarges much sooner than in a nor-

S

mal pregnancy, being peikaps as large at six month.s
as it should be at the end of pregnancy. It is not
only prematiirely large, but also abnormal in its out-

t lines. Usually its shape is pyriform, but in this form

^
of degeneration it Imlgcs out at the sides, or has a very

K irregular contour. There is, moreover, no movement,
e as would be experienced in normal cases, “no quicken-

a

ing,” no fmtal flinging again.st the mother’s belly. Tliis

indeed astonishes the woman, and slie will sometimes
k say, “ Doctor, I am getting very large, larger than I

was wont to do, and yet I have never ‘quickened;’
. 1 I have never felt the child stirring within me. I hope
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notliing is wrong.” Further, there is the absence of

the auscultatory phenomena. There are no cardiac

soimds, and no placental souffle. But, above all, mark
another and most valuable sign, one eclipsing all the

others—in fact, pathognomonic of the degeneration

under notice—viz., a discharge from the uterus of

water and blood, resembling red-currant juice, together,

perhaps, with clusters of the hydatids themselves. If

any doubt existed before, it would now be replaced by
certainty, for seeing is believing. This marks the

abnormality, as light indicates the sun—it is the

degeneration itself Blood and water, of course, come
away in cauliflower excrescence, &c., but the little

bunches of grapes are the things that settle the diag-

nosis. As tlie hamiorrhage is often very profuse,

more so, in fact, than in some cases of jilacenta prsevia,

the woman may get into rather bad health—suffer, in

short, from the consequences of abundant dejiletion

—

amemia, feeble cardiac action, or dropsy. The unfor-

tunate thing, too, is that the discharge may go on to a

great extent before the uterus is got em^itied. Masses

of the hydatids may come away, but more remains, the

consistence and texture of it being such that the

uterus cannot grasp it and expel it, as it would a foetus.

Portions are thus left behind, forming the nuclei of fresh

abnormal growth, and the source of renewed flooding.

In the other varieties of mole there is no such bulky

gi-owth, and therefore no such enlarged abdomen. The
signs of pregnancy may be set up for awhile, but they

recede and disapjiear. There is no foetal movement,

and no sounds of foetal cardiac action. IIa3morrhage

may set in, or discharges of an offensive nature, attended

by painful and irregular uterine action. Debility,

gastric ii’ritation, and general malaise also occur.

ExtrorUterine Moles.—These have been met with in

the ovary and abdomen, and the cyst has given way
and caused death. Sometimes it has oiiened into the

bladder, at other times into the bowel.
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172. Treatment.—If we meet with a case of Goodie’s

currants
;
of this hydatiginous degeneration, and if it is

threatening to deplete the wminan to the gates of death,

\v^e M ill endeavour to get the uterus evacuated as early

as we can. It is common to recommend oxytoxics,

such as Cannabis indica. Borax, or Ergot, the latter

always being preferreil, from its great power over the

uterus. It may fail to ensure the expulsion of the

mass, in vdiich case it vdll have to be scooped out wdth

the hand. This implies a dilated or dilatable os, and

it will be fortunate if we meet with this. In the only

case we have met with, this plan was successful,

although the hydatids at some points of the uterine

wall adhered almost as firmly as a placenta glued by
fibrinous deposit. Even after evacuating the uterus

there may be a good deal of laemorrhage. If so, repeat

the ei’got. use abdominal pressure, and give iced drinks.

AVhen the female is convalescent, begin a course of

ii'on, bromide of potassium, and mix vomica. Nutri-

tious food and some good wine are also necessaiy.

173. Diseases of the Foetus. — The fietus is sub-

ject to many maladies, Avhich not only compromise
its e.xi.stenco, but modify the character of the labour,

and lead often to premature parturition. Some of these

intra-uterine diseases are acquired from the mother

;

others are transmitted l>y tlie male parent. Syphilis is

a someAvhat common alfection, and may be commu-
nicated by the mother, or by the father through the
fecundating liquor. Tlie other diseases which have
been met Avith are small-pox, measles, erythema, ery-

sipelas, pemphigus, ])louri.sy, pneumonia, pulmonary
abscess, jaundice, drop.sy, calculus, I’ickets, cancer,

caries, and necrosis. Inflammation, not only of the

surface of the boily, l)ut of the deeper jiaids, is also

quite common. We have met Avith a good many cases

of hydrocephalus, duo to inflammation of the arachnoid.
The child frcciucntly comes into the Avorld alive, de-

sjjitc one or other of these diseases
;
but at other times
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the vital spark is destroyed. Life, we may repeat here

also, may be sacrificed, owing to placental disease.

Death of Foetus—Signs of ditto.-— The question

whether the child is alive or dead, is one of profound

importance often to the obstetrician. For instance, if

we had a deformed pelvis to deal with, or any other

obstruction, rendering it impossible for the child to

come away naturally, we might at once jierform cepha-

lotripsy, and thus save tlie mother the dangers of delay,

as well as the risks inseparable from dragging an un-

reduced head through the pelvis. It is sometimes not

easy to diagnose a dead fcetus. The following are the

principal symptoms and signs :

—

174. (1.) Cessation of foetal movement. (2.) Sense

of coldness, or of a dull weight in the uteru.s. (3.)

Diminution in the size of the abdomen, which also

becomes flaccid. (4.) A sinking backwards of the

umbilicus. (5.) Diminished firmness of the mamma',
and suppression of the mammary fluid. (6.) Iligors.

(7.) Languor and a sunken exjiression of countenance.

(8.) Dull dark-brown ring around the eyes. (9.) Ab-
sence of the foetal cardiac soumls. (10.) Absence of

funic souffle. (IL) Emphysema of the scalp. (12.)

Peeling off of cuticle. (13.) Cranial bones feeling very

loose within the scalp, and overlapping too much and

too easily. (14.) When it is a face presentation (such

being, however, rare), the Iqis are flabby, and do not

grasp the finger, and the movements of the tongue cease.

(15.) Evacuation of dark-coloured, offensive, and putrid

discharge. (16.) Discharge of meconium. (This, in a

breech case, where the child is alive, often comes away.)

Relative importance ofthe various Signs .—As regards

the relative importance of these various indications,

much stress should be laid on the absence of the cardiac

sounds, and the funic bruit
;
as also on the looseness of

the cranial bones, which one may push about freely

within the scalp
;
and the desquamation of the cuticle.

But then we have to remember that, even when the
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child is alive, we may fail to detect the cardiac sounds
;

moreover, the funis ceasing to jmlsate, may belong to

another child
;
in fact, it may be a case of twins—one

dead and the other living
;
and the cord one liokls

between the fingers may belong to the dead child. In
some instances, too, where the child is feeble, the cra-

nial bones permit of a good deal of overlapping.

On the whole, however, if we have cessation of the

lively movements of the child for some time
;
absence

of cardiac and funic sounds
;
abnormal looseness of the

cranial bones
;
emphysema of scalp

;
desquamation of

the cuticle
;
and recession of abdomen and umbilicus,

it will be a singular thing if, in such a case, we witness

a living child brought forth.

Dr James Sidey showed to the Ed. Obstet. Society,

a short time ago, a child with the cuticle peeling off'

extensively, and which yet lived about ten minutes
after birth. Other cases have been met with of a

similar kind.

CHAPTEE XII.

PREMATURE LABOUR.

175. Abortion; Premature Labour. —We now
arrive at laVjour, though not normal parturition, but
that accident of the gravid state Avhich consists of the
premature expulsion, or dropping of the ovum. It is

a very common mishap, as the student will find when
he gets into practice, and is worthy of careful attention,

not alone on account of the great destruction of fcetal

life which it occasions, but also owing to the evils which
it frequently entails on tlio woman.
When the female paids with the ovum prior to the

6th month, it is termed an abortion or miscarriage ;
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after this period, a premature labour. This was Deu-
man’s arrangement. Various statistics ai-e given to

show the frequency of abortions. Of Dr Whitehead’s
gi'oup of 2000 women, 1 in 7 had aborted. Of 747,
all had aborted once at least, some oftener. As to the

pregnancy most likely to go wrong, out of 226 women
pregnant for the 2nd time, 20 had aborted of the 1st;

and of 230 pregnant for the 3rd time, 58 had aborted

previously. Of 602 cases, abortion occurred at the

following periods:—In 35, at 2 months; in 275, at 3

months; in 147, at 4 months; in 30, at 5 months; in

32, at 6 months
;
in 55, at 7 months

;
in 28, at 8

months.

Abortion is thus most likely to occur at the 3rd

month. Then it is most liable to hajipen during a first

case, and in some of the later pregnancies, just as the

mortality is greatest then.

Relative frequency in differeid classes and stations of
life .—Abortion is more common among the higher

classes than those in a humbler sphere. This is owing,

in all likelihood, to the greater sensitiveness and ex-

citability of the nervous system, due to luxury, refine-

ment, or an indolent and inactive life. The proportion

would probably be all the greater, too, but for the fact

that aboi-tions are often occasioned in women in humble
station from vai’ious accidents common to their occu-

pation, or to the severe physical labour of their lot.

Among uncivilised peoples, unless accidents were inter-

posing, the premature expulsion of the ovum would

jirobably be rare.

176. Causes of Abortion.—The causes of abortion

have been divided into two classes
;
those belonging to

the mother, or the maternal
;
and those pertaining to

the ovum—the foetal or ovuliue.

Among the maternal, notice 1 st, those due to reflex

movement.

(1.) Reflex Causes.—The woman is often the prey of

numerous causes of irritation sufficient to excite pre-
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matiu’e action of the muscular fibres of tlie uterus, and
the extrusion of the ovum

;
for examjile, various

affections of the contiguous part, the rectum, such as

hiemorrhoids, cancer, fissure, tenesmus from dysentery,

or the tormina of a drastic cathartic. Then worms
located in it, and indurated faeces, may supply irrita-

tion sufficient to rouse antedated exjuilsive uterine

action. Stone in the bladder, strangury from can-

tharides or cold, or the irritation of the catheter, may
likewise be enough. Lactation is another reflex cause

of abortion. We have known females frequently ^u’o-

long the nursmg period, in order, as they thought, to

prevent conception; liut they often conceived notwith-

standing. They are frecpiently not aware of it, either,

until that same lactation, which they fondly imagined

was an efiectual preventive of pregnancy, I'eflexly

brought the ovum iirematurely away. They will say

to you, “ Doctor, I did not dream I was in that way.”

We find, after delivery, that the application of the

hifant to the breast occasions uterine contraction and
jiain—an instance of reflex action. We take advan-
tage of this where thei’e is a tendency to flooding, and
with good results. On the same principle, Scanzoni

recommended .suction of the brea.sts for the purpose of

inducing premature labour.

If women want from children to be freed,

To trust in nursing’s but a broken reed.

As was said before, however, the system probably
requires all its available strength to enable it to pi’o-

duce proper ovules; and any great drain, such as lacta-

tion, may retard their formation in many cases. The
pain and shock of tooth extraction has also reflexly

occasioned abortion. Morbid states of the uterus itself

induce it, such as congestion and hyjiertrophy : ulcera-

tion of the os and cervix, induration, malignant dis-

ease, fibrous tumoiu’s, and polypi. Other causes may
be enumerated, such as irritation of the vagina from
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syjihilis, leucorrhoea, or excessive connection
;
ovarian

disease
;
irritation of the •womb itself from the presence

of a diseased or dead foetus; gastric irritation, chi’onic

vomiting, coughing, and sneezing. A very common
and important cause is the disintegration of the de-

cidua, due in some cases to syphilis, in others to scrofula

and debility, or lead-poisoning.

177. '

(2.) Centric Causes of Abortion.—There are

various constitutional states which tend to induce

abortion. Women who have lost much blood, either

directly from the vascular system, or who have become
anaemic from different morbid causes, such as disease

of the more important glands and viscera, are well

known to be jirone to miscarriage. Sir Charles Bell

thought that this was owing to a deficient supply of

blood in the spinal cord
;
but Dr Brown-Sequard has

demonstrated that it is due to a preponderance of car-

bonic acid in the blood, which acid becomes an excitant

of the cord. It is not an anasmia of the cord, then,

but a toxaemia. The respiratory movements are less

efficient in the anaimic state, and hence the increase of

the carbonic acid. Disease or injury of the spine may
also lead to abortion. Other sources of toxaemia, and
consequent abortion, are scarlatina, small-pox, fever,

visceral inflammation, albuminuria, and s^qihilis. Ergot

and borax are medicines which operate centrically.

They are absorbed into the blood, and act on the lower

part of the cord.

Lead-Poisoning as a Cause of Abortion .—Abortion

has been brought about by the mother’s system being

impregnated with lead, the embryo thus being killed.

There is reason to believe that, when the father suffers

from lead-poisoning, the spermatozoa are permeated

and rendered unhealthy. I certainly know a painter

suffering from it, and whose wife aborts regularly.

This subject offers a tempting field for investigation.

178. Ovuline Causes of Abortion.—These ai-e death

of the child, or disease setting up irritation of the
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uterus, morbid states of the amnion and chorion, or

of the placenta. That condition of the placenta,

fatty degeneration, which we liave already noticed,

and which by many is viewed as a natninl pro-

cess, is an exceedingly prevalent cause. In a large

number of my own cases I have found the pla-

centa and membranes showdng signs of inflamma-

tory action.

Hpficial Causes .—Various accidents and particular

agents are here included—falls, blows, over-exertion,

jumping, riding, lifting heavy loads. Emotion, wliether

excessive joy, gi’ief, or rage, may also be named
;
and

it has been found that females, from the sorrows of

captivity and the apprehension of death, as well as

martyred females at the stake, have parted prematurely

with the embi’yo. Various di’ugs and agents, such as

ergot, borax, savin, cantharides, croton oil, aloes, cam-
boge, and galvanism, excite abortion, some rellexly,

others centi’ically.

179. Habit of Abortion.—Females acquire a habit

of abortion, so many authors allege. XJndoubtedly,

there are females who have aborted from twelve to

twenty times consecutively, and often at the same
period, and most practitioners of experience have met
with such

;
but the question occurs. Is this really habit,

or purely a necessity 1 May it not be due to changes
in the structure of the uterus, or of the placenta, to

flexions, or to adhesions, or to one or other of the many
causes afore-named. In the case of those who abort
repeatedly, at the same time at least, this would seem
a plausible view to take. Habit, however, is often a
powerful tyrant, and it may play a part here distinct

from any particular morbid, maternal, or ovuline state.

It has been observed that many of those who arc so

very prone to part Avith the ovum prematurely are also

equally prone to conceive.

Females who readily miscaiTy,

In fresh concej)tiou do not tarry.
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No sooner is one embryo extinded, than a new one
from the ovary is protruded. In tbis extreme readi-

ness, have we not an explanation of the abortion 1 Can
the woman yield, in so short a space of time, ovules

mature enough to last? Do they not, even before

leaving the ovary, contain the elements (unseen, of

course) of their own premature decay? While some
women will abort regulaily, even though the greatest

care is taken to secure rest, &c., others can hardly be

made to part with the embryo by any amount of

adverse conditions, short of direct intra-uterine inter-

ference. The retentive power of some is commensui'ate

Avith the incontinence of others. Females of this

stamp have been beaten, and tossed about
;
have fallen

from giddy heights, ikc., and yet retained the ovum to

the end. Mauriceau mentions the case of a female

who fell from the Avindow of a house, and received

fractures, bruises, &c., Avithout aborting. I had a case

last year, Avhere the lady fell from a height, bruising

her side, stunning her back, and dislocating her shoul-

der, and yet retaining the child : she Avas in the 6th

month. Dupuytren relates an instance Avhere a preg-

nant female, Avho had traumatic tetanus, but did not

abort. In such cases the ovum and its nidus are, in

all likelihood, in a healthy state. Of course, in the

case of such accidents, the uterus and its contents and
appendages Avould receiAm no direct injury.

180. Symptoms, and Diagnosis of Abortion.—The
chief indications are jiain and Inemorrhage. The pain

is generally in the back, lumbar, or coxal, of a dull,

aching character, extending round to the hyjiogastrium,

and doAvn to the thighs. The pain recurs at longer

or shorter intervals, and increases in frequency and

strength. There may be more or less of gastric irrita-

tion (sympathetic) and vomiting. Rigors, irritation of

the rectum and bladder, with incontinence of urine, are

of frequent occurrence. If called to a case Avhere such

signs and symptoms Avere present, Ave Avould require to
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make an examination. The student proposes that to

the woman in a grave, gentle, and yet firm manner,
and her consent is usually granted. The finger should

be passed very gently up to the os, and, if it is a little

open, and bedewed with blood, and a portion of the

ovum can be felt, then the case is made out. Very
often, Avhen one arrives, one finds that a portion, or

even the whole, of the o-smm has been thrown ofi'
;
in

multitudes of instances Ave have found it coming away
in bits, possessing the fragility of a disintegration of

some standing. If we do not see the whole ovum, or

any part of it, amongst the discharge, nor feel it by
pushing the point of the finger within the os, when
that is practicable, we may be puzzled as to whether
we have an abortion to deal with or not. Both the

pain and the blood may indicate something else
;
poly-

pus, for instance, or malignant disease. The latter

cannot mislead us often, for it is usual to find it em-
bracing the os and cervix, Avhich are within our touch.

We might, further, if Ave detected no OA*um, be in some
doubt whether it Avas not one of those cases of men-
struation during pregnancy Avhich occasionally occur
during the first month or tAvo, or even a case of men-
on’hagia unconnected Avith the graA’id state. In the

former instance, Ave Avill bear in mind that in men-
struation the pain precedes the flooding, and ceases oi-

ls subdued on its appearance
;
and the os is not gene-

rally so soft or dilatable.

181. Treatment.—The management of abortions
should be Avell mastered by the obstetric student, for

they often entail permanent evil on the Avoman

—

debility, uterine dislocation, &c. Skill and attention

Avill consei-A^e much to hei’, besides occasionally also

arresting an impending extrusion of the ovum. There
are tAvo lines of treatment which may be adopted,

depending on the signs and the symptoms jiresent. In
the one case, Ave .seek to have tlic ovum retained

;
in

the other, Ave endeavour to have it thoroughly expelled.
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The former might be termed the foetal-conservative

treatment, the latter the foetal-expulsive. Under what
circumstances would we be warranted in adopting the

foetal-conservative means'? We will first answer the

question in a negative way. Pain—the characteristic

pain of uterine contraction—would not debar us from
employing such, nor would haemorrhage, unless pretty

copious and persistent. The reason of this is, that

both such pain and such sanguineous discharge exist in

those instances of menstruation during pregnancy, and
are therefore compatible with the retention of the

embryo. But, on the other hand, if the os is so open
as to admit the point of the finger

;
if part of the ovum «

can be felt protruding, in addition to recurrent pain

and haemorrhage, there would be less hope of success

from the adoption of such means. The likelihood,

moreover, of foetal-conservative measures not succeed-

ing would be much enhanced, nay, we should rather

say, there would be the certainty of failure, if unmis-

takable bits of ovum were met with in the discharge

;

then, indeed, would abortion have been satisfactorily

evidenced, provided, that is to say, that jiregnancy had
existed. There is another consideration that would
serve to shape our line of treatment. We would
inquire if the woman were habit and rejnite an ahorter.

If she were in the habit of prematiu'ely parting with

the embryo, then we would hope less from such mea-

sm-es at least. On the other hand, there are ojqiosite

considerations, such as, whether the female were very

plethoric, or had suffered from physical injury, or

mental perturbation and unrest, sorrow, grief, or anger.
ff

In such cases, the threatening abortion might be conn-
sq

teracted and stayed. To sum up, then
;
if there was only

j

a little discharge and pain, we would try to avert the mis-

carriage
;

if there was much of both, with open os, and
^

separated and protruding ovum, or, further still, part of
ij.

the ovum away, we would adopt all necessary means to i

secure the complete evacuation of the uterine cavity.
;
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182. Foetal-Conservative Measures.—The means
/ whereby a threatened abortion may be arrested are
' various. Opium claims a jirominent notice. It is a

J drug with a brilliant reputation in jieritonitis
;
so is it

ij here. There it gives rest to the bowel, here it secures

j repose to the womb. It lays an arrestment on tlie

h uterine contractions, and thus may lead to tlie retention

1 of the ovum. If o])ium, tliat is to say, with the uterine

I quietude that it brings, does not achieve this result,

J then there is not much hope. If it fails, it is because

d there exists too extensive a severance of the ovuline

I and the uterine parts
;
and its failure we always view

8 as evidencing this—as showing that the miscarriage is

I inevitable. There is no specific for averting abortion

;

1 of all means, uterine rest is the very best. Further, in

I addition to this, rest of body is of iiaramount imjiort-

ance. The necessity of this is self-evident. The
^ recumbent jiosture, with the hips elevated, is most
|i suitable. Again, it will readily appear that anything
|l likely to increase the general circulation should be

y avoided, and also that anything likely to slow the

^
same might with advantage be adopted. The avoid-

i| ance of hot drink.s, stimulants, mental excitement, &c.,

(I on the one hand, and, on the other, the administration

P of iced, or acidulated drinks, will help in these direc-

r tions. A little blood has been drawn from the plethoric;

I but one rarely meets now-a-days with the jieople likely

I

r to stand it,—those huge creatures of a former age, with
3l blood-vessels over-gorged and ready to burst, who had
*

I to make an ammal pilgrimage to the village barber for

il: relief. At least in the large cities they are rare. In
k: some cases where the uterus is very much congested,

t a little local depletion,—leeches to the inside of tlie

L thighs, or on the jierineum,— is useful. Various
li astringents arc recommended. They are useful adju-

i|| vants; but if the abortion goes on, they will not do
tt very much good until the uterus is evacuated. The

p
most reliable are— Gallic and Tannic Acid, Cannabis
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Tnclica, Liquor, Ferri Pernit, and ice. This latter is

very useful and helpful. I give 20 grain doses of the

Gallic Acid every 4 hours in iced water. Bits of lint

dijqied in iced water may also be inserted into the

vagina. The vagina mnst not be packed, because then

it might set up irritation, and reflex contraction, and
thus thwart conservative measimes. Its evil then

would exceed its good. If the haimorrhage were very

profuse, and continuing for a considerable time, and
the os uteri remaining hard, and contracted to such an
extent that the point of the finger could not enter, the

tampon might have to be used. Sponge, or lint, or

the airqiessary, are employed. This stems the flow,

and stimulates the uterus to renewed expulsive efforts.

183. Foetal-Expulsive Treatment.—When we have
made up our minds that we are dealing with a case

where the ovum cannot be retained, we should do all

in our power to get it away. The retention of it,

in whole or paid, after its separation from the uterine

wall, means bleeding, and bleeding impliesthe enfeebling,

if not the ini
2
ierilling, of the woman. If the os is

dilated enough, we try to hook it away with the finger.

This is the safest scoop, and it is often successful. If

we cannot get the finger in, we can have recourse to a

sponge or tangle tent. This is introduced into the os,

and in a few hours it swells, and dilates it so that easy

entrance is effected. Often that entrance is rendered

unnecessary, because the tent both opens the door of

the uterus Avide enough to admit of the exit of the

ovum, and rouses the vis a tergo—the exjiulsive uterine

efforts. You remove the tent (6 to 10 hours is long

enough to have it in), and at its heels, if we may so

speak, comes also the ovum. If it should not so arrive,

you use the finger, as before said. But supposing part

or whole still remains, and that you cannot remove it

with the finger, what is to be done? Resort to Ergot.

One cannot laud this drug too loudly here. It is the

great medicine for exciting uterine contraction. As
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opium is invaluable where you expect to retain tlie

ovum, so ergot is not less so where you wish its expul-

sion. The one secures rejjose, tlie otlier stimulates to

action. It will seldom fail to expel the embyro, if

there is anjdhing like an open door, and if there is not,

why, get it by means of the tent. There are abortion

forceps for removing the ovum. We have never re-

quired to use them, finding the finger, tent, and Ergot,

one or other of them, equal to all the more difficult

cases we have met with. With the forceps, or the wii'c

crotchet of Dewees, one might readily injure the womb.
Other uterine stimulants of less power than the Ei-got,

are borax, Cannab. Ind., and Galvanism. Drastic

Carthartics act liy contiguous symjiathy. The most
annoying cases, perhaps, are those (and they are very
common) where the ovum is broken down, and comes
away bit by bit. Sometimes the foetus will tumble out,

leaving the membranes
;
at other times these will come

away in separate rags, or pieces of decidua will Avorm
out , or the foetus, like a certain lady, Avill l)e left alone

lamenting. The placenta often lags behind, and gwes
trouble. We have known an unsuspected bit lurk for

a week after the rest. Here the question occurs. Is

there much risk in leaAdng a fragment or two behind—
risk of bleeding, of irritation, of inflammation even ?

We Avill find wonderful differences in regard to this.

We have knoAvm bits retained for a Aveek, Avithout
2
>ro-

voking much bleeding or irritation
;
in other cases the

smallest bit seemed to occasion both. Dr J. B. Walker
exhibited to the London Obstet. Soc., Hoa'. 20, 1870,
a jilacenta that had been retained in titer

o

for tAvo

months, Avithout occasioning hosmorrhage, or eA’en fetid

discharge. The blighted ovum has been retained in

utero for a long period in some cases
;
and jiortions of

the secundines, too, attached to the uterus, Avithout

causing active .symptoms, although there may be some
ill-health experienced. We had almost omitted to add,
that Avhere there is much fmtor from straggling and
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decomposing debris, some solution of Peimang. Potass,

may be thrown into the vagina, and also, carefully, into

the uterus. Injections heljj to wash out remanent
portions of the ovum also. The dangers attending

miscarriage are cliielly from the loss of blood. Some
women lose a great deal, and get blanched and anaemic.

Here abundance of stimulants are requisite—wine,

bi’andy, ext. meat, Aromat. Spt. Ammon., &c.
;

after-

wards, chalybeates. Convulsions may happen, too, and
even

2
)rove fatal. Another appalling disorder some-

times sets in (one, too, exceedingly rare where the

labour is at the full time), viz., tetanus.

184. Prevention of Abortion.—If we meet with

cases wliere abortion is due to disease of the placenta

—

fatty degeneration-—we Avill gh^e the chlorate of potass,

or some of the alkaline salts in succession
;

if to

syphilis, Ave will combat this disease with the potass,

iodid. In strumous cases, alter the system by means
of ol. morrhuas, and brace it by chalybeates and change

of air. Rest and avoidance of all excitement should

be enjoined at the usual period, and at the particular

month (Avhich in some women might be termed the

abortive one) scrupulously so. Some good may also

be done by the use of deobstruant pessaries (Iodid.

Plumb, and Iodid. Potass.) in the way of reducing

uterine hypertrophy, if present. At the same time,

the prejiarations of Iodine and Bromine may be given

internally. Nux vomica may be grten contemporane-

ously Avith the iron, and change of air and salt water

baths are beneficial. In uterine hypertrophy and

induration, small doses of the Hych-arg. Corrosiv. Sub.,

with Tinct. Cinchome, prove of service.

Can we he certain of the Duration of the Pregnant

State from the Afi^arance of the Ovum 2—Not very.

We should be careful not to pronounce hastily, for

sometimes the foetus may atrojihy or perish, and the

membranes continue to grow. The foetus might thus >

be of the dimensions of a 3rd or 4th month gestation, .
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when the pregnancy was of longer duration. Further,

the membranes sometimes get dropsical, and are thus

much enlarged, giving the idea of a gestation much
more advanced than it really is. Important questions

and interests may depend on this, and it behoves one to

be cautious. It is only experience (an article, as

Carlyle says, that taketh higli wages in the getting of

it) that can enable us to discriminate and judge aright.

CHAPTEE XIII.

STERILITY.

185. Sterility.—There are many married women

—

women, too, apparently healthy and robust—who nevei-

conceive, and this barrenness is to them a source of

deep and iiTej^ressible regret. They sigh for offspring

as an exile does for home, and often in effect say,
“ Let laws, fashion, wealth, and commerce die,” but
give me, give me either a girl or boy.” One is often

consulted by such, and it is important to know the

subject well—not only to be able to .confer lienefit

when that is possible, but also to say wlien that is

beyond our power. That it is beyond one’s power in

many instances is patent enough to the doctor, though
much less so to the patient

;
and we find the latter

peregi-inating a deal in quest of sterility-mongers,

bestowing “fat and fiowmg fees,” and finding in the
end the treatment for which they have paid so dearly
as thoroughly sterile as themselves. Of course, many
cases are curable, and there the doctor plies all his

science and skill
;
others are obscure, and there, too,

he exhausts his curative means
;
but others are simply

beyond human relief (for it is not given to man to

I,
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provide a new ovary, or oviduct, or womb), and there

one ought to hold one’s hand. We say thus much
preliminai’ily, because the barren line is often fruitful

of gold, and there might be a tendency to run in

consequence into a routine of interference, with the

shabby view of becoming an oracle in barrenness.

This jiosition might pay pecuniarily, but it is quite

conceivable that morally it would be an incalculable

loss.

186. Causes of Sterility.—Disease of the ovaries,

or of the Graafian vesicles, or absence of the ovaries,

will occasion sterility. Stricture of the oviducts, or an
imperforate condition of the same, or morbid adhesion

of the fimbriiB to the ovary, may also produce it.

Absence of the uterus, or obliteration of its ca'vity, or

an impervious condition of the os and cervix, are also

causes. Diseases of the uterus, such as fibrous tumoiii's,

cancer, jiolypi, may cause sterility, but not necessarily.

Pregnancy often co-exists with these. Prolai^sus, and
versions and flexions of various kinds and degrees,

may also thwart impregnation, but not inevitably.

Ante-flexion, especially by interfering with the passage

of the seminal fluid, constriction of the canal of the

cervix, closure of the os and of the vaginal canal,

imperforate hymen, tumours shutting up the vagina,

vaginismus, preventing connection, absence of the

vagina itself—all these have occasioned steiility. An
elongated condition of the vaginal portion of the cervix

leads sometimes to a flexion, which is a bar to the

transmission of the semen. Inversion of the utenis,

membranous dysmenorrhoea, and leucorrhoea, are also

the occasion of barrenness. This latter, in numerous

instances, is no preventive of impregnation
;
but in

others, partly by chemical action on the spermatozoa,

and partly by offering mechanical impediment, it defeats

fecundation. This has been ably treated of by Drs

Marion Sims and Tyler Smith.

Other causes of non-fecundation have their basis in
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constitutional defects. SypliUis is one of these, and it

is probable that, as it often, induces abortion by generat-

ing placental, or decidual, or foetal disease, so it may
destroy the ovum at a period prior to the time when it

sets up cognisable signs or symptoms—nay, even at

that pristine period, when it is about to be matured,

or when the ovule has been penetrated by the sper-

matozoa.

187. Anaemia is inimical to the production of mature
ovules, and therefore favours sterility. Women much
burdened with fat—thorough Bantings—also rarely

I’eplenish the earth. Those who live on the “fat of

the land,” who indulge in high feeding, and in habits

fitly termed luxiudous, have often to mourn the want
of issue. If the fertility of the “hewer of wood” is

undeniable, not less so is tlie barrenness of the indolent

and the luxurious. Is it the high-feeding that retards

mature ovulation, or is it tlie letliargy and inaction ?

Very likely the latter, for Nature vouchsafes vigour

only to those who imdergo jdiysical toil. Turkey and
champagne, partridge and port, cognac and custards,

will not alone induce ovarian debility or ovular imper-
fection

;
there must also be the reclining on downy

couches, and the shirking of physical labour.

Sexual disuiclination betrays sterility in some, but
only where it is associated with, or the result of, sexual
incompetence. This latter may be due either to ex-

ces.sive indulgence or impei-fect development of the
generative organs. As many ladies ardently wish for

offspring, as before said, so many also are extremely
anxious to avoid becoming pregnant. We have heard
it said that numerous American ladies are among the
latter, and that various devices are resorted to to render
fecundation impos.sible. Among these are the iise of
various injections after connection. Coste discovered,

by experiment, that the spermatozoa arc injured by very
cold water, so the injection of this may helj) to defeat
impregnation. Injections further tend to counteract
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it, by washing away the mucus of the passages, which
mucus furthers the ascent of tlie seminal Iluid

;
and

acid solutions may destroy its fecundating power.

Highly alkaline fluids may operate in a similar manner.
A curious and mysterious thing connected with this

subject is this, that females who have had no children

to one man (and that man, too, apparently healthy in

all his jiarts), have been fruitful when allied to anothei'.

We may either view this as a proof of sexual incom-

patibility, or that, meanwhile, some morbid condition

has been removed.

There are some deeply interesting points in connec-

tion with this subject discussed by Matthews Duncan,
in his work on “ Fecundity, Fertility, Sterility,” &c.

(Ed., Adam & Charles Black, 186C). He has found
that the fecundity of wives is greatest from 20 to 25

years of age, after which it gradually diminishes
;
and

it declines with greater rapidity after 40 years of age.

The mathematical student, with leisure, will read the

work with much interest and profit.

Diagnosis .—In inquiring into a particular case, it is

better to begin by ascertaining the state of the cata-

menial function, and the constitution and history of

the patient. The external generative organs and vagina

might then be examined, and afterwards the uterus.

188. Treatment.—This varies as the causes. If

there is debility—ansemia, hydriemia—these must be

met by tonics, chalybeates, and change of air. Morbid
states of the ovaries and uterus are often successfully

combated by Bromid. Potass., Tine. Cantharid, deob-

stiaient pessaries, and counter-irritation over the ovaiiaii

region. Physical obstacles to the entrance of the siier-

matozoa—to the contact of the sjierm and germ cells

—

may be removed by operation. Flexions may be cau-

tiously overcome, and a constricted os and cervix

cautiously dilated
;
while polypi and flbrous tumom-s

must also be removed. But flexions are not always

incompatible with fecundity
;
and we should be careful
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about employing opei’ative intorferonce without due
consideration. Dr Robert Lee, wliose vast experience

constitutes him an authority, deprecates dilatation of

the os, and other operative measures, for sterility. He
says that he has not only seen the operation often, like

the woman, fruitless, but even positively injurious.

In addition to inflammation, he says he has seen mania
follow. On the other hand, however, there are high

authorities, such as Marion Sims, and others, who
testify to the safety of operative procedure, and the

benefits which flow from it. Sims has had a most
extended experience in both hemispheres, and is a

gentleman of great ingenuity, resource, and dexterity.

He has certainly jiroved the harmlessness of incising

the os and cervix (that is, Avlien projierly done)
;
and,

therefore, if the infecundity is due to any obstacle here,

there can be little objection to giving this method a
trial. Dr West, in his excellent work, has shoAvn

(“ Dis. of Worn.,” 3rd ed., p. 252) that polypi, due to

enlargement of the Nabothian glands, contribute to

sterility by exciting profuse leucorrhcca. Where these

have been excised, fertility has taken the place of bar-

renness. Fibrous tumours contribute both to aliortion

and sterility, and their removal has led to fruitfulness.

Again, let us say, that many cases are bc
3'ond the help

of surgery, and that it is often most profitable to

patient and doctor to withhold tlie hysterotome or the
bougie.

Try hygiene first, and medicines sncli as steel
;

Then carefully os and cervix uteri feel,

If need he
;
and if obstacles are found,

The knife is better than bougie, or sound.

The injection of alkaline .solutions has been proposed
in order to neutralize tlie acrid discharges from the

pa.ssagcs in some cases
;
which are believed to be

inimical to spermatozoal eflicicncy.
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CHAPTER XIV.

DURATION OF PREGNANCY.

189. Duration of Pregnancy.—The ordinary term
or duration of pregnancy is nine months. By this is

meant, 40 weeks, or 280 days, which, in fact, is rather

over 9 calendar months, and embraces 10 lunar ones.

Harvey held that the normal period was 275 days, and,

on the whole, this is probably nearer the truth, the

average being rather under the 280 days. While, on the

one hand, the normal period may be somewhat shoi’t-

cncd, so, on the other, it may be not a little prolonged.

The question of the prolongation of the period is of

gi’eat importance medico-legally, and has given rise to

no little controversy. Very eminent men, howevei',

firmly believe in the extension of the 2ieriod for a month
at least; among whom may be named, Velpeau, the

late Professor Hamilton, Harvey, Smellie, Gardien,

&c. Dr Meigs rejiorted a case where jiregnancy lasted

420 days
;

Prof. Atlee records several of one year’s

dm-ation
;
and Dr Alfred Meadows, in the 2nd edition

of his excellent manual of midwifery, refers to one which

he met with which lasted ujiwards of 10 months.

These are cases of postponed jiarturition. Dr Clay, of

Manchester, believes that the duration of ^iregnancy is

controlled somewhat by the age of the parents. The
younger the jiarents, the shorter the term, and vice

versa. We believe there is truth in this to a certain

extent.

The . ordinary way of calculating is from 10 to 14

days after the last menstrual period. Perhajis the most

likely time for fecundation to be achieved is just on the

back of a catamenial period
;
but we find that it is

accomplished at many jioints of the interval, even to
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within a clay or two of the menstrual flow. Naegelc’s

rule was this :—He took the date of the termination of

the last menstrual period—suppose, for instance, the

1st of January
;
from that he went back 3 months, or

to the 1st of October. Then he added 7 days to this,

which brought him to the 8th of October; and he found

that, in all likelihood, this latter date was the one on
which the labour would begin. Period of quickening ;

—

Some reckon by the period of quickening, or that time

when jthe woman first feels the gentle but thrilling

movement of her ofispring. This is supposed to occur

at the four and a-half months, and then other four and
a-half months are added. No reliance can be placed

on this method, for the jieriod of quickening is ex-

tremely variable and uncertain. Some women will feel

the gentle pat at the end of the 4th month, others at

the end of the 5th
;
while many are even unconscious

of any movement long after this latter jieriod, if at all.

190. Sensations experienced by the Female.

—

Another method of computation is that based on cer-

tain fecundatory sensations on the pai-t of the mother.

It is affirmed tliat the female, when impregnated

—

when fecundation takes place— enjoys an enhanced
and exc[uisite degree of pleasure. Coition, apart from
impregnation, involves refined delight; but when fecun-

dation is superadded, the sensation of pleasure is im-

mensely increased. Hippocrates thought so, and Van
Swieten held the same opinion. There is reason to

believe that we cannot place much reliance on this

test
;
for although some females may experience un-

wonted sensations, others are utterly unconscious of

the same, and are often even unaware that they are

pregnant until expulsive contractions begin, or, in

some cases, until their own offspring is held up before

their wondering eyes—at least they often pretend so.

From one Coitus .—Some have based their calcula-

tions on a single act of coition. Dr James Reid col-

lected 43 cases where it was believed that impi'egna-
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tion was due to one coitus. In some of these labour

occurred at the end of .260 days, in others at the end
of 300. The average was 275 days, or just Harvey^s
period.

Dr Matthews Duncan believes that the average in-

terval between fecundation and parturition is 275
days, and he founds his opinion upon an equal num-
ber of cases. Dr Montgomery, from 25 cases after

one coitus, finds the average at 274 days.

We have mentioned above that fecundation may
take place at any time between one catamenial flow

and another, and may now add that it may be effected

even diu-ing the time of the menstrual discharge itself.

There are some well-authenticated cases where this

has hajjpened. Unmarried men and women, wishing

to avoid the exposure which pregnancy brings, have

limited theii’ coimlative acts to the time of the cata-

menial flow, under the belief that impregnation was
then impossible; but they have found, to their sur-

])i’ise, regret, and shame, that detection even lurked in

this cumiing de\uce, and that forbidden congi-ess, like

murder, would be out.

CHAPTER XV.

PARTURITION.

191. Parturition—Labour.—Having noticed the

initiation, course, and duration, &c., of the pregnant '

state, we now naturally come to consider its termina-

tion, or that interesting period when the ripe finit

falls—when the child and its belongings arc expelled

from the cavity of the womb. What leads the infant

to burst the bars of its prison-house, to escape from

the sanctuary where it had dwelt so contentedly for
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tlie greater part of a year? Various causes are assigned

for this, as we sliall see.

Determining Cause ofLabour .—Among the ancients

there were cpiaint fancies indulged in in regard to

this. Avicenna said that “ at the appointed time

labour comes on by the command of God.” Some
held that hunger impelled the foetus to leave the

uterus; others, that a desii’e to pass water or evacuate

the bowel prompted it to seek greater liberty. Bulibn

held that the foetus was instrumental in emancipating

itself, just as the chick breaks its encircling shell at

the end of the incubating period. These views will

not hold water, for we know that the foetus is expelled

though dead, and, besides, there is the expulsion of the

placenta, which jiossesses no vitiility, and has neither,

of course, the promptings of appetite or of desire, nor

a longing after freedom. IModern O2)inion ^loiuts to

the uterus and its a2ipendages rather than to the child,

and there are several theories on the subject. One is,

that labour comes on owing to the antagonism between
the muscular fibres of the body and cervix ceasing

(Baudelocque). The cervix, by the end of the nine
months, is expanded into a circle, and becomes 2>art of

the great cavity of the containing body. This view is

not a sound or even 2ilausible one; for we often see the

uteiTis expelling its contents when that alleged anta-

goni.sm ought to subsist to the full—viz., before the
cervix- has begun to take on increased dcvelo2unent at

all, a.s in abortions and 2iremature labours. On the
other hand also, in cases where the uterus has been
fully developed and shortened, weeks have sometimes
elapsed ere the uterine contractions have been inaugur-

ated. A second theory i.s, that the uterine expulsive

efforts are induced by the maturity of the foetus and
its membranes, just as the mellow leaf dro2is from its

stem, and the ripe fruit from its stalk. The late Sir

James Simpson thought that labour was due to a
change in the structure of the decidua and placenta.
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and to a separation of these from the inner surface of

the uterus, the alteration in the structure of these

being due to the maturation of the ovum. His words
are :
—

“

The loosening or decadence of the membranes
and placenta from the interior of the uterus constitutes

the determining cause of parturition, and this loosen-

ing is itself the result of the effete degeneration of the

structure of the decidua towards the full term of preg-

nancy.”

192. The opinion of this “great departed one” is

similar to that of Haller, who compared the placenta

to the stem of fruit, and reasoned that, as the ripe

fruit falls from the tree in consequence of the decay of

the stem, so the afterbirth, at the end of gestation,

sejiarates, and becomes the determining cause of labour.

An objection may be urged against this view—viz.,

that, were the placenta to separate to any extent pre-

A'ious to labour, haBmorrhage would be the consequence.

193. Dr Brown-Sequard, the distinguished physio-

logist, holds the following view :
—“ The uterus,” says

he, “ in jiregnancy becomes more and more irritable

every day; and when its irritability has arrived at a

very high degree, then the slight excitation produced

by the carbonic acid normally contained in the blood

is sufficient to put it in action.”

Dr Tyler Smith has proiiounded a feasible theory

on the subject. According to this author, the deter-

mining cause of partm-ition is due to ovarian excite-

ment. Pregnancy is ruled by the catamenial period,

and is explicable on the principle of reflex influence.

He says that during the whole period of pregnancy

the ovary is liable to a monthly excitement, the period

of excitation corresponding to the menstrual one
;
and

he adds that, as a result of this congestion of the

ovaries, there is somewhat of a tendency to abolition

at each period. He says also that labour comes on at

what would have been a catamenial period had the

female remained unimpregnated. The ovaries, then,
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accorrliiig to this view, are the exciting cause. Various

objections may be urged against this theory. One
formidable one was advanced by the late Sir James
Simpson. He extirpated the ovaries during the latter

period of pregnancy, and yet in this case parturition

proceeded as usual. Another objection is this :—It is

not clear that ovulation goes on during gestation, and
if not, why should the ovary become excited and con-

gested 1 Lastly, the duration of pregnancy is not

always an exact multiple of the catamenial iieriod.

191. Classification of Labour.—Authors have dif-

fered a good deal in their manner of classifying labour,

some Hewing all instances terminated by the unaided

expulsive forces as natural
;
others limiting the latter

to those cases where the head is the presenting part
;

others, again, such as Dr Rigby, deeming the presenta-

tion natural if it comes either by the cephalic or pelvic

pole. We prefer reckoning only the cejihalic as natu-

ral, not only because it is the predominating presenta-

tion (out of 327,000 cases, 321,000 were by the head),

but also because it ensures the easiest and safest labour.

In our view, there is no better arrangement than that

followed by Churchill and Merriman, and, accordingly,

we shall acUiere very closely to it. It is as follows ;

—

Class I. Natural Labour.

Class II. Unnatural Labour.
Class III. Complex, or Complicated Labour.

«

Meaning of the Presenting Part .—The presenting
pai-t is that which offers at the pelvic brim. The
varieties of presentation arc as follows;—(1.) Head.

(2.) Feet, including knees. (3.) Pelvic, including

breech and hips. (4.) Transverse presentations, in-

cluding ai-m, shoulder, elbow, hand, back, belly, chest,

and sides—the latter being very rare. The diagnosis

of these foi-ms will be given under their respective

heads.
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CHAPTER XVI.

MECHANISM OF PARTURITION.

195. The Mechanism of Labour—the manner in

which the foetus enters, traverses, and leaves, or is

expelled from, the passages—is one of the most impor-

tant subjects which we have yet had to consider. The
right understanding of it is indispensable to safe prac-

tice, and ignorance, or obliviousness of it is sui’e to lead $

to much practical evil. A thoi’oughly erroneous view
was entertained by the older obstetricians in regard to

the manner in which the foetal head passed through

the pelvis. They thought that it traversed the pelvic

cavity just as it emerged from the same, or with the

long diameter antero-posteriorly
;
and it is somewhat

remarkable that this mistaken opinion jirevailed so

long. However, great discoveries, like precious ore,

often lie far from the surface, and, in fact, ai’e depen-

dent on others that have gone before. The credit of

calling in question the old erroneous view is due to the

Emerald Isle. One hundred and thirty years ago. Sir

Fielding Guide, of Dublin, taught that the face of the

child, instead of looking towards the sacrum of the

mother, was usually directed to one or other side.

This was a step in the right direction
;
but Guide fur-

ther said, that the chin of the infant was turned to one

or other of its shoulders. Smellie corrected this error

regarding the partial rotation of the neck of the child

on its body, but agreed in other respects with the Irish

knight.

196. Further strides in the direction of truth v'^ere

made thirty years later by Saxtorph, of Copenhagen
;

and Solayi’es de Renhac, of Montpellier. They found,

about the same time, and independently, that the long
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cliaiiieter of the fatal head entered the pelvis pamllel

to one of its oblique diameters (in the majority of

instances, the right oblique), and not ui either the con-

jugate or transverse one. In this position the occi
2
)ut

was dii'ected towards the left foramen ovale, and the

forehead towards the right sacro-iliac symphisis. Bau-

delocqne adopted these views, and advanced them
amongst his jnipils. There is still another name to be

mentioned with honour in connection with this sub-

ject, viz., that of Naegele, of Heidelberg. He p)ub-

lished an able essay on the mechanism of parturition m
1818. The German professor watched nature very

naiTOwly, and was able, while he confirmed correct

views, to point out others which were mistaken. For
example, Baudelocque and others held that the next

.most frequent position was, with the occijmt to the

right acetabulum; Naegele found that it was directed

to the right sacro-iliac symphisis. Since the
2
)ublica-

tion of Naegele’s essay, the jiositions of the foetal head
have been more attended to, and more clearly under-

stood; but, as has been said, his investigations will not

bear their proiier fruit unless the accoucheur watches
as closely as did the manner in which the foetal

head passes through the jielvic cavity. To ascertain

tins, the finger would require to be frequently apjdied

during the jirogress of the labour, a jn-oceeding, per-

haps, in many cases, not easily carried out.

197. Agents Concerned in Labour.—In describing

the mechanism of labour, a simj)le plan is, to notice the

agents concerned sejiarately. There is (1st), the ex-

pelling foi’ce. (2nd), The body to be cxpellcil. (3rd),

The jiaiis through which this body has to travel.

(1.) The Expdliwj Force .
—This embraces two factors,

the involmitary, or that of the uterus
;
and the volun-

tary, or resj)iratory, viz., the abdominal muscles, and
diajihragm, &c. The uterus is the main jiropelling

power
;

it is capable of effecting the expulsion of the

contained body unaided, as is seen in some sad instances
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where the death of the mother precedes the bii’th of

the child
;
and in cases where the secondary forces are

incapable of action, such as in syncope, and asphyxia.

In what manner does the uterus expel its contents?

It is by the contraction of those muscles which, during

the growth of the embryo, had been leaving their

embryonic state and developing steadily as the foetus

gi’cw, until, as Kdlliker says, theii’ length is increased

to about 10 times, and their width to about 5 times.

The action of the uterus is in part peristaltic, and in

part reflex, the ganglionic system governing the former,

and the cerebro-spinal the latter. The muscular fibres

are differently arranged. There is a broad layer pass-

ing from the round ligaments over the fundus, and
these are supposed to draw the uterus down somewhat
into the pelvis prior to the commencement of actual

labour. There are numerous fibres passing somewhat
obliquely round the uterus, and interlacing at all jiarts

;

while the more internal layer is disposed, in part, con-

centrically around the Fallopian tubes, and in jiart

around the body of the womb. By the combined effect

of these muscular fibres, the fmtus is squeezed out of

the uterus, the os uteri being, during the process, in a

state of active dilatation. The contractions begin at

the fundus, and stretch wave-like down to the cervix,

then return again to the fundus. The fibres in con-

tracting twijjt, and it is probable that, during a pain,

the whole uterus assumes a somewhat spiral form, thus

closing tightly on the contained body and its appurte-

nances, and furthering its expulsion. Some authors

say that the contractions begin in the cervix, and they

point, in proof of this, to the recession of the head,

which occurs at the beginning of the pain. But this

is caused by the reaction, on the head, of the liquor

amnii. This fluid is first forced downwards
;
but in

obedience to hydrostatic law, it ])resses equally in all

directions, and thus, in part, presses up the head.

During the second stage the voluntary forces come in
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aucl assist in the work of propulsion. The value of

these secondary forces is often very great. One can

demonstrate this by telling the woman to cough, or by
exciting sneezing during the third stage, when an

unwilling placenta is often thereby expelled. We see

it also in the bearing down efforts of the second stage.

198. Uterine Contractions, or Pains.—The uterine

contractions, Avhich are commonly termed “ pains”

(owing to the fact that they are the occasion of exces-

sive pain), are marked by various peculiarities. They
are j^eriodical, and at first there is a long interval

between them
;
but as labour advances this interval is

diminished, and, at the same time, the pains increase as

regarcLs suffermg and strength. The early pains are of

a sharp, cutting character; those of the second stage

are less acute, though not less severe, and are called

“ beariug-doMTi pains.” The first pains begin in the

loins, and e.xteud round to the abdomen, and down
the thighs. Their duration and frequency has been
noted in particular cases

;
but instead of giving a table

of a certain instance, we shall simply indicate their

general character. At first there may be half-an-hour

between each; tlien by-au-by 25, 20, or 15 minutes,

then 10, G, 5, 4, 3, and down to 2, or even 1 minute,
when the labour is about to terminate. Note jiarticu-

larly, that as the interval diminishes the duration of

the pains increases. Their duration and intensity both
seem to keep pace 'svith their frequency. As they come
oftener, the longer they remain; and tlie longer their

duration the gi’catcr the pain.

What is the source and the explanation of this pain?

Source of the Suffei'ing in Labour.
—The suffering is

not synchronous with the contraction, Init is the result

of it. It is towards the end of the contraction that the

agony is felt. Prc.ssurc on the nervous filaments, owing
to the contraction of the uterine fibres, together with
the dilatation of the uterus and passages, seem to be
the causes of the suffering. Women will cry out before-
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hand that a pain is coming upon them, and doubtless

it is the beginning of the uterine contractions that

warns tliem of its dread approach.

199. DilSculty and Pain of Human Labour.—It

has often been alleged that nature is, or ought to be,

equal to the task of parturition unaided, just as is the

case Avith the lower animals and the black races of

mankind. Moreover, it is added that the function is

strictly physiological. As regards the lower animals,

comparatiAm anatomy explains readily the facility AAuth

Avhich they are delivertxl. In birds and saAiriau reptiles

the pelvis is simply a more or less complete bony ring,

liermitting of the easy transmission of the oblong egg.

In quadi’upeds there is a single straight canal
;

the

axes arc nearly on the same jilane, and the ligaments

binding the pelvis become relaxed. The cetacean

jacIaus is merely tAvo osseous plates united by ligaments.

In the human pelvis, on the contrary, we meet Avuth a

bent and tortuous canal, so that the fmtal head, before

it can make its escape, has to turn to Amrious points of

the compass. Then the fmtal head is of large size, and
oval, and jACCuliarly fixed to the spine. The ligaments

and muscles of the human pelvis are much more rigid

than in the loAver animals, because man, being erect,

and the pelvis therefore supporting the trunk, it re-

quires more poAverful sujiport to enable it to resist

the doAvuAvard pressure of the abdominal, viscera,

&c. The relaxation of ligaments characterizing the

lower animals (such as the guinea-pig, for instance),

is absent as a rule in the case of the parturient woman.

In the loAver animals, too, a large quantity of

mucus is poured out before labour, relaxing greatly

the soft parts.

Causes of greater facility and less danger among

Savages.—Undoubtedly labour is less difficult and I

perilous among the black races. The causes are :— (1.)

The head of the child is smaller and not so strongly

ossified. (2.) There is more mmscular poAver, and thus



MECHANISM OF LABOUR. IGl

labour is much shortened, not exceeding much the

lower animals in many cases. The certain perils of

protracted labour are thus avoided.

200. Dangers peculiar to Parturient Woman.

—

There are many conditions present in the case of the

woman from which the lower animals are exempt, and
which increase the pain and the risks of labour. (1.)

There is the implantation of the 2ilacenta. When it is

removed, something like a raw stumj) is left. Hence
bleeding, and even jiurulent absorption may arise.

This is not the case with the lower animals, the

maternal portion bemg left. (2.) There are numerous
pathological states jieculiar to woman. She is liable to

rickets, molUties ossium, fibrous and osseous tumours,

and malignant disease of the uterus, &c., &c., from
which these animals are exemjit. (3.) Woman is

more affected by psychological influences. Emotion
operates potently. A jiiece of very bad, or very good,

news may arrest a labour,—may induce a uterine

inertia. The lower animals are not thus affected,

although loud sounds, such as that produced by
thunder, or artillery, or a hunicane, influence them.
Cases have happened where a cow’s labour Avas de-

layed by fright during a violent thunder-storm. So-
called civilisation enhances the difficulties of labour,

just by inducing pathological conditions wliich are
unknown in a more jirimitive and simple mode of life.

Domestication of animals renders tlicir labours more
difficult.

(2.) Body to he expelled, or the Foetus, <L'c.—The
child does not, as was imagined by some authors,

assist in its OAvn expulsion. It is rpiite passive, being
grasped firmly by the propelling body. While "not

contributing to the work of expulsion, it is often, as
we shall see, an imjiediment to it, but that is where
abnormality exists. We have already noticed the
dimensions of the cranium, and refer the student again
to these.

M
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(3.) The Parts or Passages through which the Foetus

fosses .—We have also given tlie dimensions of these,

and a .short description of the axes and planes. The
two axes, it will be recollected, form an obtuse angle

with each other. Tlie planes have a downward and
forward direction. The course which the child has to

take is a curved one—first downwards and backwards,

then downwards and forwards. The way is a curved

tunnel. The direction of the cmwe is seen in fig. 4.

The child is driven through this curved tunnel by the

forces referred to, and, as we shall see, the head is

compelled to change its position in the jorn-ney, so as

to bring its various diametei's into correspondence with

those of the canal which it has to traverse. Were
this not to happen, there would be a jam—the journey

would be stopped.

Fig. 11—Flrit Position.

201. Positions of the Foetal Head.—Some authors

reckon and teach no fewer than eight positions, but the

chief ones in which the head of the foetus jii’esents

are only four. These are now well agreed upon

by the principal obstetricians, and we shall adliere to

them.
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Positions. Presentation. Presentation.

Occiput points to— Forehead points to—

1. Left Acetabulum. Right Sacro-iliac syn-

chondrosis.

2. Right Do. Left Do. do.

3. Right Sacro-iliac syn-

chondrosi.s.

Left Foramen ovale,

or acetabulum.

4. Left Do. do. Right Do. do.

In these positions, the third is the opposite of the first,

and the fourth of the second.

Fig. 12—Second Position.

In order to appreciate the changes of the foetal

cranial position in its descent through the pelvis,

notice certain movements to which it is liable. These
have been termed as follows :

—

Oblicpiity, Flexion, Rotation, Extension, and Resti-
tution.
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These various movements of the fcetal head generally

take place, but there are some instances Avhere there is

so much extra space, owing either to the diminished

size of the head or the enlarged capacity of the pelvis,

that more or fewer of them are awamting. Notice now
the nature of these different movements.

202. (1.) Obliquity of the Head .—When the head

enters the brim, the occiput and sinciput are nearly on i

the same level, but there is a lateral depression. The
i

right side of the cranium—that is, in the first jiosition— I

is rather loAver than the left, the lowest part being the

protuberance of the right parietal bone. It is this b

lateral depression that is called the obliquity of the i

head. Some able authors deny this obliquity.

Fig. 13—Third Position.

(2.) Flexion of the Head .—As the fcetal head jl

descends in the cavity of the pelvis, the occiput gravi-
f

tates lower than the forehead, the chin pointing to the l

breast. This is what is termed the flexion of the

head. J
(3.) Rotation .—As the head of the foetus descends |||

further, the long diameter, which when it entered the

brim was oblique, changes into the antero-posterior. i'

This is the rotation of the head. In this movement J
i

or turn of the head about ^th of a circle is desciibed. I
j
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If the head enters the brim transversely, then it makes
the turn about -|th. That is called the quarter turn.

(4.) Extension .—After the occijmt has passed under

the pubic arch, the forehead and face of the child sweep
do'wn, the occijmt being partly fixed. The cliin is now
also separated from the sternum, and the head thus

emerges.

Restitution .—There is a fresh rotation of the head
after it emerges from beneath the arch of the pubis,

unless the pelvis is unusually ample. It is restored

again to the position which it held in the upper part

of the pelvis. Such are the movements chai’acterising

the cranium of the foetus in its journey through the

curved way. By fiexion—that is, the dipping of the

Fig. 14—Fourth Position.

occiput—its entrance into the upper strait is facilitated

;

by rotation its progi-ess is made practicable
;
by obliquity

the smallest diameter is always presented to the pelvic

canal
;
and by extension the emergence of the head is

rendered more easy.

We shall now notice the various changes which the

head undergoes in each position in its passage through
the pelvis

;
or, in other words, the mechanism of the

different natural positions.



166 PRINCIPLES AND PRACTICE OF MIDAVIFERY.

203. First Position, or Left Occipito-Acetabular.— ,

Here the iiostei’ior fontanelle points to the left ace- I
tabulum, while the anterior fontanelle looks towards |
the right sacro-ihac synchondrosis. The saggital suture

, i

occupies nearly the left oblique diameter of the pelvis.
\

|

It is somewhat nearer the sacrum than the pubis, I

owing to the fact that the anterior half of the pi’esenta-

tion is generally lower than the posterior. In this

presentation—first vertex position—if the finger be

introduced through the os, it will touch the tuberosity

of the right parietal bone. As the uterus acts, and the

head is forced down, wliile retaining in general the

obliquity marking it at the brim, it assumes in many
cases another obliquity— that is to say, the posterior

fontanelle becomes lower than the anterior. It still,

however, points to the acetabulum. Then, as the great

master of labour-mechanism, Naegele says, “ When
the head reaches the pelvic outlet, the posterior fon-

tanelle, in obedience to the force of the uterine

contractions, gradually moves from left to right until

the occiput advances under the pubic arch. It is not

the centre of the occiput that advances under the arch,

but the head approaches the os externum with the

superior and posterior part of the right parietal bone.

It remains in this position until it has passed tlu’ough

the outlet of the pelvis with the gi’eatest circiunference

which it opposes to it, when it then turns with its face

to the right thigh of the mother.”

Second Position, or Right Occipito-Acetabular.

—

Here the mechanism is similar to that of the first jiosi-

tion. The movements of flexion, descent, rotation, and

extension occur as in the preceding, only the occiput

turns to the right instead of the left. In this position

impaction of the rectum may impede the turn of the

head, and thus delay the labour.

204. Third Position, or Right Posterior Occipito-

iliac.—In this position the posterior fontanelle points

to the right sacro-ihac synchondi’osis, while the anterior
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looks to the left acetabulum. The uteriue contractions

cause the posterior fontanelle to descend a little. The
tumour of the scalp is upon the upper edge of the left

parietal bone, and tliis is the part felt by the finger on
making an examination. When the head is engaged in

the ca^uty of the pelvis, it gets opposed gi-adually by the

lower part of the sacrum, the coccyx, and the ischiatic

ligaments, and is forced to alter its position; its great

diameter turns into the left oblique of the pelvic

cavity; the posterior fontanelle is changed from the

right sacro-iliac synchondrosis to the right foramen
ovale

;
and thus it is converted into a second position,

the face usually tm-ning to the mother’s left thigh.

Fourth. Position, or Left Posterior Occipito-iliac.

—

Here the posterior fontanelle points to the left sacro-

iliac synchondrosis, and the anterior to the right ace-

tabulum. As the head is forced down, changes

similar to those in the preceding position occur, only

in the opposite direction, the posterior fontanelle going

gi-adually from the left sacro-iliac synchondrosis towards
the left foramen ovale. Thus, in the same manner as

the head in the tliird position is changed into a second,

the fourth is altered into a first.

Note well, then, that usually the third position

changes into the second, and the fourth into the first.

205. If the pelvis is unusually ample in its diametei’s,

or if the head be uncommonly small, or even where the
pelvis is of the orcUnaiy size, but the pains are ex-

tremely powerful, these changes may not occur—there

may not be necessary pelvic resistance to induce them.
In such a case, the liead is propelled through the pelvic

cavity as it entered
;
in the third position, the ujiper

and anterior part of the left parietal bone, and a part

of the frontal
;
and, in the fourtli jiosition, the upper

and anterior part of the right jiarietal, with part of the

frontal of tlie same side, corres[)onding to the pubic
arch. As the head emerges, the forehead looks up-
wards under the arch of the pubis. Only a small jier-
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centage of cases comport themselves in this way, and
it is just as well, for greater delay and distress are

occasioned. In former times such calses—that is, those

with the forehead under the pubic arch—were deemed
the natural outcome and termination of the 3rd and
4th positions

;
but M. Renhac, and more particularly

Naegele, have shown us that this is not the case.

Emergence of the side of the forehead is a deviation,

and not the natural termination; and if the usual

course is run, 3 becomes 2, and 4 grows 1.

Comj)arative Frequency of the Different Positions .

—

The 1st position is the most prevalent. It occurs in

the proportion of about 70 per cent, of all the head pre-

sentations. The 3rd is the next most frequent
;
and the

2nd and the 4th are very rare. The latter is pi’obably

the least common.
llow to make out the Different Positions of the Head.

—This is not a very simple matter, and not a few prac-

titioners are unable to tell the exact presentation of

the head until they witness the tumour on the scalp.

The movements of the child occur more on one side

than on another, and Naegele has pointed out that

when tliese are felt on the right side, we may believe

that the head is in the 1st position
;
and when they

occur on the left side, that it is on the 2nd. This,

however, does not enable us to tell a 1st from a 4th,

nor a 2nd from a 3rd. In the 1st position the foetal

cardiac sounds are heard best in the left inferior abdo-

minal region; whereas, in the 2nd, they are heard

loudest in the right.

In connection v/ith the subject of labour-mechan-

ism, we commend warmly a careful study of the able

work of Professor Leishmau, of Glasgow (“ Essay,

Histoi’ical and Critical, on the Mechanism of Parturi-

tion.”)

206. Presenting Part of the Head and Caput Suc-

cedaneum.—Dr Tyler Smith has pointed out that there

has been a want of precise definition among authors in
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regard to what is really the presenting part of the fo3tal

head. It has been common just to .say that it is the

vertex that presents, but we know that it is not exactly

this, but the sujierior and posterior
2
)art of the parietal

bone. Moreover, is the pi’esenting part to be viewed

as that which is first felt on introducing the finger into

the pelvis, in the direction of its axes, or is it the part

found lowest in the pelvis during the progress of the

labour ? It is best to consider the presenting part as

that portion of the head of the foetus felt most promi-

nently by the finger on introducing it into the os, and
the part that stdl remains most dependent during the

remaining stages of the labour.

Tlte caput succeclaneum is the tumour formed on
the scalp by the pressure of the foetal head, first

against the resisting circle of the os uteri, and then
against that of the vaginal oiifice. It always forms on
the presenting part, and indicates it. It consists gene-

rally of serum, or serum and blood, and if there has

been much resistance, a rigid os, and a slowly yield-

ing vagina, it may be of great size. Old women will

sometimes shake their head at it when huge, thinking
something is wrong. It is surprising how speedily it

vanishes after labour, and without any application

whatever. Twenty-four hours or less will see it dis-

appear. Some nurses, fond of alcohol, and others not,

use grog as an evaporating or discutient lotion to

hasten its disappearance. This caput indicates cor-

rectly the presenting part. In the first position it is

found to occupy the posterior and superior angle of

the right parietal bone, with part of the occipital, while
in the second it occupies the left.

Cephalhaimatomata.—In addition to the “ caput,”

but in much fewer cases, we have a small tumour,
hiematocele, due to the cfi’usion of blood under the

pericranium. Tliey are commonly of the size of an
almond, and pei-sist much longer than the other
tumoiu’. We have known them last for weeks or
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montlis. One would sometimes think, on meeting witli

them, that there was a depression of bone; but the
hollow is due to a ridge of osseous matter, which cir-

cumscribes the effusion. The tumour may be treated

with a lotion of chloride of ammonium—gr. x. to the
oz. of water, with the addition of one-fourth part either

of spirits of wine or vinegar. Occasionally we may
2)aint them with iodine, or even open them.

CHAPTER XVII.

NATURAL LABOUR.

207. Definition.—Any part of the head presenting;

labour not prolonged beyond 24 hom-s; unattended by
difficulty or danger. Although a labour which we
may term natural often extends to 24 hours, many
are completed within a much shorter period. Twelve
hours is a very common average, the first stage occupy-

ing eight hours, and the second four hours. Primiparje

are usually slower, owing to the gi’eater resistance of the

soft parts in a first labour. In women with a broad pelvis

the child is often born in a very brief space, provided

that the pains are strong and regular—say, in one hour,

or two, tliree, four. Most practitioners have patients

of this class, and where, even when summoned early

to wait on them, and responding no less speedily, they

arrive after the andval of the child. In these cases

the nurse will greet one with the exclamation, “ You
are too late. Doctor;” but very often the doctor has

work to do—viz., the placenta to remove, which is

often a source of disquietude to the female attendant.

But let us now notice the symptoms of approaching

labour.
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208. Premonitory Signs and Symptoms of Labour.

—Tliere are certain forerunniug symptoms which an-

nounce the advent of parturition—the coming event

casts something more than unsubstantial shadows be-

fore. It is important for the student to know these

well, otherwise he may be made to bhish like a red

rose, then “ jmle as any lily gi’ow,”—believing labour

to be going on when it is veiy far off indeed. These

forerunners are—rectal and vesical irritation, leading

to griping pain, tenesmus, or diarrhcea
;
frequent de-

sire to pass water
;
subsidence of the abdomen

;
pain-

less uterine contractions
;
mucous discharge from the

vagina, hsemorrhoids, lumbar pains, and a feeling of

numbness about the legs exist in some cases. Some
females experience, before the approach of labour, feel-

ings of anxiety, depression, or even despondency
;
and

we have known some so profoundly sunk in spirit that

they would have been glad

“ To death’s my.stery to have been hurled

—

Anywhere, an3rwhere out of the world.”

Others are extremely peevish, captious, and irritable.

iMany females, on the other hand, are exempt from
the most of these precursory symptoms. Notice now
the signs of labour.

209. The more Important Signs and Symptoms of
Labour.—These are :

—

(1.) Painful uterine contractions.

(2.) Muco-sanguineous discharge, or “ show.”

(3.) Dilatation of os xiteri.

(4.) Formation of the membranous bag, or “ bag of

waters.”

When all these signs are present, labour is satisfac-

torily announced, the diagnosis is easy.

(1.) Uterine Contractions.—There are ]>ainless con-

tractions of the uterus which must not be confounded
with these. Those not painful are of a moderate cha-

racter, and occur some days before the advent of the
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gi’eat event. It would seem as if the uterus, like a
warrior, were practising some time before the big

struggle.

True Pains, or Uterine, Contractions .—The true pains

begin at the fundus uteri, and extend downwards to

the cervix. They are felt first at the back, and ex-

tend gi’adually to the front. They recur at regular

intervals. They cause the formation of the bag of

waters, dilate the os, and expel the mucus plug or

show.

False or S2mrious Pains .—These are irregular and
limited contractions, arising from costiveness, flatu-

lence, cold, fatigue, or the foetal movements. They do
not lead to the formation of the bag, nor the dilatation

of the os, nor the dropping of the muco-sanguineous
discharge. They are short and .spasmodic, and felt

chiefly in front. For these annoying false pains we
are often obliged to give something. Begin with a

dose of 01. ricini, then, if necessary, 25 drojis of Liq.

morph. : 5 di’ops each of Tinct. zingib. and Tinct.

camjih. may be given as a draught in water.

(2.) The muco-sanguineous discharge. This is the

plug formed by an increase of the natui’al mucus, tmged
with a little blood. The contractions, by dilating the

os, expel it, and it is often the first thing that announces

to the female the beginning of her labour’.

The dilatation of the os and formatioir of the bag we
shall notice in describing the stages of labour.

210. Stages of Labour.—Some authors teach 4 or

even 5 stages. We prefer acUiering to three. These

are, first, the stage of dilatation
;
2nd, the stage of

foetal expulsion
;
and, 3rd, the placental stage.

First, or dilatation stage oflabour.—How is dilatation

effected ? Some attribute the opening up of the os to

the foetus itself; but although its descent may help

much in this way, it must not be viewed as the main

cause. The closure of the os, or at least its con-

striction to a small orifice, is effected by circular fibres.
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and these constitute a sphincter. What makes this

give way? (1.) Force exerted from above downwards
by the longitudinal fibres of the uterus. (2.) Lique-

faction of mucus of os and cervix. (3.) Force of “ bag

of waters.” (4.) Pressure of foetal head. (5.) Active

and inlierent relaxing power of the os. The time

occupied in dilatation varies much. Eight hoiirs is a

common period
;
in other cases, especially first ones, it

may extend to 24 hours, or more. The pains of the

first stage, as before noticed, are sharp, cutting, or

grinding
;
and they are of short duration, with a long

interval. As a rale, they are less easily borne than the

bearing-down pains of the 2nd stage, and the female

ci’ies out a good deal, and is often irritable and impatient

under them. One cause of her soTind—her outcrying

in this stage—is, that she has more breath than during

the 2nd, for in tliis latter she is compelled to husband
it in her efiorts at bearing-down.

Gastric irritation and vomiting are common during

the first stage. The pulse is slightly quickened during

the first part of a pain. Severe rigors often happen,

especially when the head begins to press on the os.

These are not the result of cold, but of pressure on the

sphincter; and similar shivering is frequently expe-

rienced when pressure is made on other sphincters,

such as by feces on the sphincter ani, and a small

calculus, or the catheter on that of the bladder.

Another phenomenon witnessed in some cases when
the head is just passing the os, is a short-lived delii’ium.

The female will utter an incoherent sentence or two,
and then speedily come to her right mind. This must
be due to the nervous relation e-visting between the os

and the med^illa oblongata, and between the latter and
the cerebrum. Dr IMoiitgomery’s essay touching this

mental deviation is well worthy of perusal. The rigors

above referred to may Ijc termed innocent shiverings
;

but there are others, to which we shall afterwards refer,

which indicate serious mischief.
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Tliere are some auscultatory phenomena worthy of

notice. Before a pain comes on, the uterine pulsations

are stronger, and more distinctly heard. There is a
rushing sound also due to an agitation in the liquor

amnii, produced by the contractions of the womb.
Various other sounds are heard, the cause of wliich is

not clear.

211. The “bag of watei’s” is formed in this way.
The amnion, or most internal membrane, before de-

sciibed, contains more or less fluid. This is pressed

upon by the contractions of the womb, and as the liquid

cannot be reduced in volume while the bag is entire, it

is forced to the point of smallest resistance, which is

the os. As this latter opens up, the bag protrudes, and
indeed its expansion is promoted by the j^rotrusion.

During the uterme contraction it is tense : in its ab-

sence, it relaxes and recedes. When the os is fairly

expanded, the bag spontaneously breaks. If, through

preternatm-al toughness, it remains whole, then we
quickly rupture it. Not to rupture it now, when the

os is dilated, would be an error as great as the breaking

of it in its unexpanded state. Probably, too many of

us rupture it prematurely, knowing that uterine con-

traction, and therefore labour, is quickened by so

doing
;
but it does entail rather more suffering on the

mother, from the pressure of the harder head of the

child. The student, then, shoidd, as a rule, sjiare the

bag until the full dilatation of the os
;
exceptions to

this will be noticed afterwards. When the fluid escapes,

the uterus, acting at a gi'eater adA'antage, contracts Avith

more vigour, and the head clears the os. In regard to

this latter, we find that thinness is unfavourable to the

process of dilatation. When it is thick, and also soft,

it expands much more readily.

212. Second Stage of Labour, or that of Foetal

Expulsion.—In this stage Ave have more poAverful con-

traction of the uterme fibres— pains more frequent,

l)i’olonged, and severe. They are noAV of the bearmg-



NATURAL LABOUR. 17a

down character, but although more distressing, tlie

female cries less during them, owing to the fact that

she has to hold her breath, in order that the chest may
be used as a fulcrum for the auxiliary muscles of labour,

those of the abdomen, back, ikc. Churcliill wonders

rather at the straining and do\\m-bearing of the second

stage
;

but Dr Tyler Smith has pointed out that

pressure on the vagina excites more extensive i-eflex

muscular actions than that on the uteims itself. These

vaginal excitor nerves are the exciters of the expiratory

muscles of labour. Much aid is rendered in ^Jarticular

by the contractions of the abdominal miiscles. We get

direct expulsive power from them, and a stimulus to

uterine contraction. A new direction is given to the

foetus by the uterine contractions in the second stage.

The axis of the head is made to correspond with the

axis of the pelvic outlet, and gradually the flexible

tiunk is brought from that of the brim to that of the

lower strait. In the second stage, the vagina and uterus

form one continuous canal, the os being, as it were,

obliterated. Wlien bearing-dovm, the woman, from
holding in of her breath, and the temporaiy susjiension

of circulation, becomes red and swollen aboiit the face,

the veins become prominent, and the eyes staring. The
pulse grows quicker, and perspiration may burst forth

in gi’eat profusion.

Home evil results have flown from this bearing down,

1
and suspension of the circulation, such as emphysema

I of the face, neck, and other jjai'ts, and cerebi-al conges-

tion. We have seen one or two cases where congestion

: of the lungs was produced
;
but in these there was the

I suspicion of pre-existing cardiac disease. Of course we
J would not be justified, in these latter cases, in allowing

i the second stage to Ije unduly prolonged, but would
5 rather shorten it by means of the forceps. Convulsions
c may also result from the congestion of the nerve-centres.

; The second-stage pains often ])roduce a hypnotic eflcct,

{ the female dozing in the interval of the j)ains. This is
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a merciful arrangement
;
for, however ephemeral may-

be the slumber, it seems to be much relished by the

woman, and brings her a slight accession of strength.

She would give the world for a few hours of the same
blessed repose, but alas ! the terrible jiains begin again,

and unbroken sleep cannot be had until the labom’ is

completed.

213. In cases where the head has bare enough space

to come down, its pressure on the i^elvic nerves occa-

sions cramp of the leg, &c. This adds to the distress,

and seems often woi’se to bear than the “ pains.”

Another result of the pressure, Avhere the rectum has

not been previously evacuated, is the expulsion of its

contents. The cramp is relieved by a bandage and
rubbing. On examining, at an early part of the second

stage, we will find the head usually at the middle por-

tion, from above downward, of the pelvic cavity. The
rim of the os has disappeared, and the vagina has be-

come soft and dilatable. The head is borne down by
each pain, and I’ecedes a little when it is over. This

is continued, the progress exceeding the retrogression,

until it arrives at the ostium vagina. When the head

arrives at the perineum, this becomes distended by it;

and ultimately, by the action of the levatores ani, it is

retracted over the head, which, by means of the vaginal

contraction, is driven into the world. The pain seems

most intense just when the head is distending the

external parts, and as it is about to be lavmched into

the world. Then women who have borne their agony

silently before will be compelled, by the refinement of

the suffering, to utter one or more loud cries. When
the child is born, there is a glorious relief from pain,

and the woman, imless “ after pains ” set in, enjoys a

delightful repose. The mantle of oblivion is thro-wn

over the past agony with a speed truly surprising

:

However great the pain she bore.

It seems to haunt her mind no more.

With reference to the expulsive force exerted by the
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uterus, during labour, Dr Matthews Duncan has esti-

mated it at about 3 lbs. to the square inch. Professor

Haughton has also investigated this, and finds the

uterine force to be a little over tliis
;
and the voluntary,

or expiratory, force, about 38 lbs. The two forces

combined are about 42 lbs.

214. Third, or Placental Stage.—This stage em-
braces the expulsion of the afterbirtli. The time

during which this is effected varies, but very often the

utei’ine contractions, which led to the delivery of the

child, cause the detachment of the j^lacenta. It may
lie loose in the uterus for some time before the uterus

begins again to contract. Ten to thirty minutes, or

more, may elapse ere it is expelled. Some accoucheurs

give the uterus what they call a period of rest, under the

idea that it is fatigued by its exertions during the second

stage, but reflex actions do not occasion fatigue. No
doubt the pains cease often after tlie expulsion of the

child, but this may be owing to the fact that the softer

and smaller placenta fails for a time to stimulate or

iiritate the uterus to action. The hand pressed over
and on the \iterus will sujiply this stinudus, and this

we do where, after a few minutes elapses, the womb
does not offer to complete its work. As the

2
->lacenta

comes away, there is often a considerable flow of liquor

amnii, and blood, with clots, which had been pent up
before. With reference to the manner in which the

afterbirth is expelled (that is, when the uterus does it

unaided), this is usually edgeways. If traction is made,
it may come away in a variety of shapes, unless the

cord be pdaced towards the edge, and that edge which
is lowest in the uterus.

N
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CHAPTER XVIII.

THE MANAGEMENT OF NATURAL LABOUR.

215. The Management of Natural Labour, Duties

and Requirements of the Accoucheur.—The deport-

ment of the doctor in the lying-in chamber is of first-

rate concern. If a young man, especially, he ought to

muster all the gravity he can, and show as much kind-

ness and gentleness as possible. Nothing will inspii’e 'i

more confidence than these qualities, added to a mani-

festation of interest in the case. This latter, indeed,

is a potent key Mdierewith to unlock the door of a

female’s regard
;
and there is, on the other hand, no

gi-eater obstacle to this than cold indifierence. A little

roughness of manner may be forgiven, but an icy un-

concei’n will not easily be forgotten. But roughness,

too, should be dispensed with
;
and if it is somewhat

natural to the individual, the more care should be
exercised by him in conquering it. There is often j

more glory in self-conquest, than in any other kind of S

victory. While kindness is a gem, a little patience t

is an invaluable jewel, and one highly prized by the i

jioor woman in the midst of her distress. We often i

possess this quality at the outset of our professional I

career in greater abundance than when we have fought I

into, it may be, an extensive and too-busy practice.

If we lose it,—this quality of patience,—it wxll often

be a loss also to the woman. Let us, therefore, even :

before the humblest patient, study to avoid at least

the manifestation of impatience. There are certain ii

general rules which should be attended to, and these i

we shall state
;
but, before doing so, let us notice the i

various articles which the practitioner should carry
l

with him Avhen called to a case of labour. I
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216. Ai’inamentarium.—What should we have hi

the bag 1 Chlorofoi’m, Ergot (carefully prepared liquor

is best), solution of morph., hyd.,tinct. opii., or a morph,

suppositor., solution of antim. tart. That is medicine;

now, what about instruments! A long-gum elastic

catheter, and a pah- of long-short forceps. Many do

not recommend you to take forceps. We do, and for

this reason, that a complication may arise at any time

;

and if you be a good way off fi-om your residence, the

jiatient may suffer, or even succumb from delay. Turn-

ing, of course, is often an excellent resource, but this

may happen to be hnpracticable. It may be said that, if

we are in the habit of carrying instruments, we may
be tempted to employ them too often. As well might
it be said that, if we carry a lancet in our pocket, we
mil be disposed to bleed all the patients that come hi

our way. He would be a weak vessel, indeed, who
could not trust himself to do the right thing in a matter

of this important khid. Carry the forceps, then, but
give the natural powers fair play. The hackneyed
saying, “ a meddlesome midwifery is bad,” is only true

if by “ meddlesome” is meant unnecessary interference.

There are numerous occasions where to meddle is salva-

tion, and not to meddle, destruction to the patient.

In addition to the afore-named articles, there is another
one sometimes finds the want of, especially in the

humbler dwellhigs—viz., an enema syi-inge. A flexible

one is easily carried, and may prove a useful time-saver

to the doctor, particularly in first cases, and where the

female has shirked aperients.

217. General Rules for the Management of the

First Stage.—One’s first inquiry, after perhaps shaking
hands with the patient, should have reference to the

pains, if there be such. We say, if there be such,

because women mil send for you when only perhaps a
gush of water has come away quite painlessly. ’Tis a
provoking matter when called at midnight for mere
water. xVre the pains coming regularly! you ask

;
and
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if they are, where is their seat, and how oft recurring 1

also, if any discharge has come away, and the nature
of it. When you believe the pains to be real, you
propose to ascertain the presentation, &c. This is done
by a vaginal exammation. You say to the female in

a grave, knidly manner that you “ wish to find out if

all is coming right,” and she usually responds by
acquiescence. It is rare that one is refused this request

when it is thus j^referred. We have known some
students denied it, but that was when there was an air

of levity about them, and indications of great obstetric

ignorance and inexperience.

218. Method of making the Vaginal Examination,
&c.—Patient is placed in the left-lateral position, near

the edge of the bed
;
knees are drawn up towards the

abdomen, the right one being a little elevated. The
index and middle fingers of the left hand, besmeared
with lard or butter, are then carried along the peri-

nseum and into the vagina, in which canal they are

directed backwards and upwards until the os uteri is

reached. We thus find out the state of the os—how
far it is cblated, if it is hard or soft, thick or thin, and,

• luring a pain, how much it exjjands, and whether
within it there is a bag forming, oi-, stdl more impor-

tant, if any and what part of the fcetus is presentmg.

We should have said that the finger is to be introduced

during a pain, but the examination should not be

completed until the pain has ceased. By this examina-

tion, which should be made as seldom as possible during

tin's stage, we further ascertain the state of the vagina

as regards temperature, softness or hardness, dryness

or moistness, &c. The condition of the rectum, too,

may be made out, and the pelvis to a certain extent,

such as whether it Is amjile or contracted, and free

from abnormalities.

The position of the uterus itself may likewise be

discovered. Is it parallel to the axis of the inlet?

Does the os look too much towards the sacrum 1 (fee.



MANAGEMENT OF NATURAL LABOUR. 181

219. We are generally asked, after examining, as to

whetlier “ all is fair,” and how long the labour is likely

to last. To predict when the labour will be over is

not an easy matter, and it is better simply to say that

Fig. 15.

things are natural, and that, with a continuance of
good pains, the progress and end will likely be satis-

factory. If we were to guess a certain time and state

it, and the labour went beyond that, the female would
likely be di.sappointed, and this feeling might help to

paralyse her voluntary efforts
;
nay, as emotion often

affects labour, it might sus[)cnd even the contractions
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of the womb. We have seen evil done in tliis way.
Prophetic work here, then, is as nnsatisfactory as that

of some modern prophets, wlio have lived to see their

predictions falsified, and who indeed betrayed how
little faith they had in their own fore-limning of events

by inconsistent actions.

220. During the first stage of labour it is better for

the female to move about the room, and to partake of

refreshment if she can, and she should be kept as

cheerful as possible. Some women will knit, others

sew, and not a few even wash diu’ing this stage, laying

down their work perhaps when a pain comes, and then
resuming it again. We have seen mischief done,

esjiecially in first cases, by foolish and thoughtless

persons actually relating cases where females had
suffered a deal in labour. They often exaggerate a

case, and say, jierhaps, “ that half-a-dozen doctors had
been tearing at her for two days, until they were black

in the face.” This is dejiressing treatment with a

vengeance, at a time when a mental tonic is desiderated,

and we would of course unceremoniously expel the

person administering it, or at least treat her to rebuke.

The rectum and bladder should be evacuated if

required—the former, if need be, by an enema. Bearing
down efforts are avoided : they are not called for during

the first stage.

When the os uteri dilates very slowly—that is, when
it remains just about the size of a Gd. or Is. after

several hours’ pain, a little gentle dilatation with the

belarded finger will help it. This is characterised by
Denman as an “ abominable custom,” and Churchill

and the Irish school deexy it also, but we are quite

convinced that it is both a useful and hai'mless pi’o-

ceeding in cei'tain cases. Of course, rude pulling and

iTibbing is not meant, but a gentle sweep of the finger

now and then. A little Taid. Antim. helps in such a

case, or inhalation of chloroform. Sitting over warm
water does some good too. The i-igidity is owing to
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absence of the natural mucus, to a plethoric state of

the system, or to an inherent tenseness of the muscular

fibres.

The diet should consist of light nourishment, and

little, if any, stimulants should be given, unless for

faintness. Nausea and vomiting (which are good

Fig. 16.

symptoms, indicating as they do favourable dilatation

of the os) should be treated with a little mace tea or

soda water. Any morbid symptom must be combated

g as it arises. It may be in our power to ])revent these.

I 221. Management of the Second Stage.—When
I

the second stage has set in, the female, at least in this

) country, usually goes to bed—a bed previously pre-

I
pared by the nui’se—that is, witli sheets, or matting,

I
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or skin over the mattress, to prevent the discharges

from reaching it. These, when removed at the end of

labour, give the female a diy bed. In England the

position is on the side
;

left-lateral
;
in France it is on f

the back, as also in large part of Germany, with the

exception of some parts of South Germany, such as

Heidelberg, Wursburgh, Munich, and in Vienna, where
it is the same as with us. In various rural parts of ^

Germany the woman stands, or bends on her knees
'

with the legs apart. Some of the Irish in this city ;

adopt the same plan. In China the women are also
j

delivered on their knees. “ Chairing ” is a habit in

the North of England. The female sits between two
chairs, the adjoining front legs of the chairs being
firmly tied together, and pillows placed on each seat.

^

The body leans forward, and is supported either by a
j

woman or a chair. The usual position in this country
'

is a very suitable one. The knees are di-awn up ;

towards the abdomen, and, when the head is well down,

a cushion or pillow, tied up so as to make it firm, is

placed between the legs, to keeji the right one as fiir I

apart from the other as possible. A towel or sheet is

fastened to a bedpost, in order that the woman may
grasp it and make purchase, and sometimes, to aid also

the voluntary efforts, a stool is
2
ilaced against the foot-

board of the bed.

222. If the membranes remain entire after the second I

stage has begun, and the head has jiassed the os, they ^

may be ruptured by the accoucheur. The child has i

sometimes been born with a part of the membranes l

over the head—this is termed a caul or hood, and the I

sujierstitious believe that it symbohses a bright future I

for the child. The caul itself is often kept, and jirized;

and it has been offered as an article of merchandise,

and purchased as a thing likely to bring luck to the f

possessor. Sometimes the unru^itured tense mem-
branes have been protruded down to the vulva, and 1

mistaken for a limb of the foetus. So soon as the ^

-«lr
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membranes give way, an examination should be made,

in order to see whether any part, sucli as the cord or a

hand, may have prolapsed. Sometimes the flood of

water washes down a part in this way. From time to

time we repeat this examination to ascertain progress.

223. Support of the Perineum.—When the head

begins to distend the perinaium, then we may place one

hand on it with the view of supporting it. This sup

porting of the perineum is condemned by some, and
elaborate papers have been written to prove its need-

lessness
;

but have we not also had books written

denj’ing that such a thing as motion existed, and
writers telling us not to believe our own senses, and
that right and wrong are convertible 1 We thoroughly

believe in the utility of a little support
;
and that, when

it is judiciously applied, it often averts laceration. How
and when should it bo rendered? (1.) Do not apply

the hand too soon, for, as pointed out by Tyler Smith,

it excites reflex contractions of the uterus. Thus, if

too early and too long a])plied, it may augment the

expulsive uterine pains very much, and proj)el the child

with such violence as to cause laceration. That w'oiild

be a support leading to the damage we wero anxious to

avert. (2.) In supporting it, let the pressure be mode-
rately firm and equable, and forwards and iqiwards in

the direction of the pubis, so as to relieve the perinteum
as far as possible from the pressure of the head. (3.)

Tlie radial part of the hand should not be above the

inferior commis.sure. (4.) Moderate the too rapid

passage of the head, but take care not to antagonise

the uterine expulsive contractions. This we shall not

do if we make our pressure, as before said, forwards and
upwards

224. ^Hjere is another kind of support which, during

the second stage, aflbrds comfort to the female, that is,

over the lower j)art of the back and sacrum. She
often cries anxiously for this during the pains. As the
time when the child is pressing on the perineum, and
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about to escape^ seems the period of intensest pain, so

that is the time when a few sympathetic and cheering

words may be suitably, and with benefit, dropt into the

sufferer’s ear. They will help to carry her through the

trying ordeal; to nerve her to the siijireme efforts which
she must sustain. We have referred to the back-support

which most women desiderate so much, and find of such

essential service; and here we may also notice another

contrivance whereby this aid is rendered, and greater

jiower conferred, on the voluntary expulsive forces.

We allude to Protheroe Smith’s pelvic band. Dr Smith
is of opinion (and we think he is right) that many of

our women, owing to the vices of civilisation, degene-

rate, among other things, qua muscle; and, in conse-

quence, during parturition, the lumbo-abdominal
muscles are unable to render that aid to the uterus in

its great expulsive work which is so much requii-ed.

225. This voluntary force, we have before noticed, is

vastly more potent than the involuntary (eight times

more so), and if, by any means, we can keeji it u]i to

the mark, among the degenerate daughters of civilisa-

tion, the invention ought to be hailed as a welcome
boon. Dr Smith says that his apparatus enables this

non-voluntary force to be put forth, at the same time

that it supports the lumbar region in an efficient man-
ner. If this be so, we say, a fair field to it, and much
favour. One of our reasons for wishing it success is

this, that it is not easy to secure satisfactory lumbar

support from the nurses usually agoing. You tell them

to “ hold the back,” and they obey, but, like the hum-
ming bird, or the butterfly, they are no sooner on than

they are off again. We have often been unsjieakably

annoyed at this wretched restlessness; and though hav-

ing a bias in favour of skilled and exjiert obstetric

women, we have been led to the reluctant conclusion

that the right material for an efficient midwife is not

to be found among the softer sex. The accoucheur,

during the first stage, need not remain in the lying-in
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apartment, but now, when the labour has advanced to

the second, it is better to be present; for where every-

thing is natural, and the expulsive forces are strong,

the head may come down very rapidly, and make its

emergence before our hand is applied to the j^erineum,

mayhap tearing the unsupported parts. In first cases

especially, we do not require to wait on during the first

stage; and if, on being called, we find the os no more
than the size of a shilling or so, we may leave and pro-

secute any other work on hand, at the same time indi-

cating when ^ve think it necessary to return.

226. When the head is born, we examine to see

whether or not the cord be around the neck, as fre-

quently occurs; and if it is thus coiled, Ave pull it down
gently, and slip it over the head. No forcible dragging

should be had recourse to, otherwise, from the spiral

arrangement of the vessels, the circulation in the funis

might be interfered with. In some cases it has been
necessary to cut the funis to enable the child to be ex-

pelled. A cord under six inches in length might nece.s-

sitate this. Any discharge about the child’s mouth or

nostrils should be wiped away whenever the head is

born. No forcible dragging out of the child should be
had recourse to, otherwise utei-ine inertia may be caused.

This would be a bad preamble to the third stage. But
if the uterus should become lethargic, and not attempt
the expulsion of the shoulders and body in the course
of a minute or two, we must rouse it to reneAved action

by a little abdominal friction. It is rare to find it not
i responding to this by a return of the plains

;
but if it

’l

does not, and there be risk of the child perishing from
I apoplexy or strangulation (as inchcated by facial cyan-

osis), then must Ave supplant the uterine function and
help the child out with our hand. To this procedure
it may be legitimately objected that Ave run the risk of
inertia and limmon-hage, and that according to the pre-
vailing code Ave are not Avarranted in exposing the
mother to undue risk for the sake of the less valuable



188 PRINCIPLES AND PRACTICE OF MIDWIFERY.

mfant. This is plausible
;
but in reality luEmorrhage

is not very common, even after thus extracting the

child, owing to the contraction of the womb, in virtue

of its elasticity. Besides, the very process of extrac-

tion rouses it to a sense of duty (if we may so speak),

and needed contraction is resumed. If not, we must
administer the great oxytoxic, ergot.

227. Duties after the Birth of the Child.—EemoAm
the inflint from beneath the bed-clothes, and replace

these around the mother to prevent her from catching

a chill. Tie the funis with a ligature of twine (or

nari'ow tape twisted into cord), in two places
;
the first,

from 2 to 3 inches from the abdomen of the child; the

second about 21- inches from the first, and nearer the

placenta. We then divide the funis between the two
ligatures. We may, with advantage to the child, delay

the ajiplication of the ligature for a minute or two, if

it is weak, and if satisfactory respiration is not estab-

lished. Some authors object to two ligatures, holding

the view that a little bleeding from the open extremity

of the funis favours the speedier expulsion of the

placenta. We deem this a mistaken opinion, believing

that placental expulsion, so far from being facilitated

by the method, wijl be rendered more difficult and
tardy. The jilacenta is flabby enough, without making
it more so

;
and, if we could, we would rather inject

blood into it to make it more tense. It is quite clear

that the uterus has more power over a tense than a

soft body; it can gi-asp it better for the purpose of

extrusion. Another reason for not sharing this opinion

of Dewees and others is this : there may be twins, and

a vascular connection between the two jilacentaj. A
thii'd is, that given by Rigby—viz., that in cases of

twins, and the second, perhaps, still-born, we might

get the blame for not placing a second ligature at the

open extremity of the funis. Some schools, such as

the Copenhagen one, don’t recommend a ligatiu'e at

all. They say there is no risk from bleeding after the
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establishment of respiration
;
and the lower animals

are cited in support. But in this case, as has been

pointed out, the method adopted is a kind of torsion.

228. We certainly say, tie the cord, and tie it well,

and carefully
;
moreover, there is no harm, but the

reverse, in adopting Hamilton’s plan of applying a

third after a time. The Whartonian gelatine con-

tracts, and in an hour your ligature, though firmly

applied, may become quite loose. We have done this

for a long time now, and saved ourselves m\tch trouble

;

and, what is bettei’, conserved for some infants no little

blood. We have known some stupid nurses send for

• us after we had left the house, and, perhaps, had just

got into our bed again
;
and all for a little funal bleed-

ing, the result of gelatinous contraction, which they

could have sto
2
)ped. The most careful tyuig of the

cord will not save you from being inqieached with

carelessness, if blood to any extent drains away.
Little blood we know makes a terrible show, and on
MS they ai’e sure to father the flow. Besides, if the

infant perishes, how black will be the parent’s memory
of the doctor ! Even if it dies from something else,

and a good while after, this blood may get the blame.

A good thing, then, is a third cord after gelatinous

shrinking. A rude way of tying the cord is said to

have led to acute inflammation of the vessels, and the

extension of this
;
and Scholer thought that this was

the occasion of Trismus nascentium in some instances.

He thinks that tying it too firm with twine may give

rise to this. Of this there may be some doubt. The
first thing to be done after the separation of the child

(which is only the work of a minute), is to 2>hice a
hand over the abdomen. This is done to find out if

I

there be another child
;
and is also the first step in the

third stage wdiich we are about to consider. If a second
child is detected, shall we tell the mother 1 ’Tis better
iiot, seeing how groat a factor is emotion. We might

I agitate, and dej^ress the woman thereby, and thus inter-
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fere witli the labour. It is as well to tell the nurse,

or a friend, however, for unless Ave do this, we may be
viewed as not thoroughly up to our business. We can
do it by signs, such as holding up two fingers, and giving

a significant nod. In this way the patient may be kept
for a little Avhile, at least, in the dark, respecting the

second ordeal through which she has to pass.

229. Third, or Placental Stage.—This last stage of

labour is hardly infex’ior to the preceding ones in im-

])ortance
;
for if not carefully and skilfully managed,

a labom’ natural and happy in its previous stages may
be rendered the reverse in this. We have Imown
everything go smooth in the first and second stages,

and unfortunately in this one. There has been, in our
humble estimation, a deal of hereditary erroneous in-

struction “ abroad,” in reference to the management
of the placental stage. The Text-books, in some cases,

have given forth an uncertain sound; in othei's, an
eri’oneous one, on the subject. Ojiinion has oscillated

a good deal too at different epochs, between the extreme

of hasty artificial removal, and the extreme of an im-

jolicit trusting to nature. The former extreme had
tlisciples in Pare, Chapman, and others

;
the latter in

Ruysch, of Amsterdam, and Dr Hunter. Hunter,

however, came to alter his plan, after discovering the

shortcomings of unassisted nature
;
but still he coun-

selled waiting to see what the natural powers could

effect for a period of four hours. These shortcomings

were great and glaring; for Hunter and his colleague

Sandys had cases where the placenta was not expelled

in twenty-four hours. For a long period now we have

had prescribed in the obstetric works a kind of middle

course between these culpable extremes; but one in

our view inculcating rather too much delay still. The
plan may be thus stated : Wait for an hour to see what

the natural forces will do
;
and if the placenta be not

extruded at the end of this period, it is to be removed

by the hand. Some iuterpolate a cautious tug or two

I
I
I

1

fl

i

1

I

i
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at the funis during the hour of expectancy. This more
moderate course is now also dissolving beautifully away.

We say beautifully, because it does not embody the

right method after all. It is better certainly than

the Hunterian one of dwelling a couple of days or so

in a lying-in house waiting for the appearance of the

wretchedly reluctant little cake
;
but yet it is not

the right or the safe system, as before said. But now
we must state what that plan is. After the completion

of the second stage, or the birth of the child, the uterus

has certainly a proneness in many cases to pause in its

work of contraction. This cannot be owing to fatigue,

for reflex actions do not induce exhaustion, but may
be due to the fact of the smaller and softer placenta

failing, for a little while at least, to irritate the uterus,

as did the larger and firmer body of the child. The
uterine fibres, too, may fail to grasp the softer mass so

well as this latter. Be that as it may, we find the

uterus pausing ere its work is fully completed, and this

it is which we are to endeavour to prevent. The
modern plan, then, is as follows :

—

230. How to promote Expulsion of Placenta.

—

Whenever we have given the child to the nur.se, we
place a hand over the fundus uteri, (some even do this

just when the child is being ex2)elled), grasp it mode-
rately film over the insertion of the oviducts, and
carry it gradually down towards the cervix. If a ])am,

as Ls likely, is thus aroused, continue the pressure from
above downwards

;
in fact, let external manipulation

be simultaneous with uterine contraction. It is both
a provocative of the latter and an adjuvant of it. In
this way the lethargic condition of the uterus is com-
bated, and it continues the expulsive work until labour
is completed. Out comes the placenta in a very few
minutes, and without any funal or other traction.

Extemal manijmlation alone, then, should bo tried in
the first instance, and no traction had recourse to.

Much credit is due to Professor Orede, of Leipzig, for
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advocatmg this method; he is the outstanding cham-
pion of it in Germany, where the text-books yet

(Spiegelberg’s Lehrhuch der Gehurtshiilfe, and Braun’s
Lehrhuch, (kc.) teach more of traction than external

comjn’ession. Spiegelberg, however, Ave are informed,

is noAv more in faAmur of the plan of Crede. Many
other distinguished Germans, such as Grenser and
Winckel, are also satisfied of the superiority of the

method, and recommend and practise it. So German
opinion is not correctly mnrorcd in the Lehrbucher.

Although Ave cannot share the enthusiastic opinion of

Crede, that this method of external manipulation Avdll

succeed in altogether “ scaring away the ghost of an
adlierent placenta,” Ave firmly believe that it has re-

duced (and will continue to do so) the number of cases

of the latter greatly. Moreover, it has conserved blood

immensely, as Ave believe, averting as it does the ten-

dency to post-partum hajmorrhage occasioned by trac-

tion, more especially if this traction is not synchronous

Avuth uterine action.

231. Traction.—But if the method of comjiressing

the uterus pretty vigorously in this Avay—beginning

at the fundus, and beariijg from above doAviiAvards

—

does not lead to the expulsion of the jilacenta, Asdien

should assistance, in the form of traction, &c., be ren-

dered'? We believe that tAventy minutes is quite long

enough to Av^ait, as a rule, even though hasmorrhage

does not set in. The reason is, that the parts are apt

speedily to contract a good deal, and thus narrow the

way. When Ave have resolved to interfere, Avhat shajie

should this assistance take 1 It need not be traction

first; rather compress again externally with the left

hand, and introduce a finger or two of the right, and
Avith these tilt up a portion of the afterbirth and admit

the entrance of a little air, and this Avill often favour

expulsion. If we find the insertion of the cord easily,

it is lying far down, and may be expelled by a cough

or sneezing. Many old Avornen prescribe snuff Avith
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the view of exciting the latter
;
and it i.s common to

bid the patient cough. There is a deal of traction at

the cord practised yet, we are aware
;
and although,

when the curve of Cams is kept in mind, and the force

made to correspond to it, little harm results from it in

many cases, yet it is not a very sound proceeding.

The reason is this, that you can hardly pull it out in

the way that the uterus expels it. That plan is edge-

ways
;
and even when you know precisely where the

afterbirth is lying, you cannot easily, by simple trac-

tion on the cord, withdraw it in that manner. The
cord is usually inserted about the centre. Well, in

pulling, yovi compel the whole area of it to present,

and thus it cannot make its exit through the passages

until it is crumpled and doubled up. This accounts

for the force reipiired in some cases to bring it out,

and also for the giving way of the funis even where
it was firmly inserted. It would be better, then, even

to gi'asp the placenta itself with the hand, and thus

pidl it down in the natural direction. In eni2)loying

traction, one thing in particular must be kept in

mind—viz., to pull when the uterus is contracting.

It is the traction during uterine Inaction which does

the mischief, which leads in some cases to serious

hsemorrhage.

232. We are not to be understood as opposing a

little steady traction in the right axi.s, then, dm-ing
uterine contraction

;
only we say, that the method of

external manipulation, pro[)erly practised, renders it

unnecessary in many cases. When the uterus does
not manage to expel it in this way, then traction steps

in. But the best traction is not that of pulling by
the funis, but hooking a portion of the })lacenta itself

with the fingers, and helping it down edgeways.
Sometimes we facilitate its descent by twisting it

round a little, and giving it :i rope-like form. There
is often some trouble witli thin membrane lengthening
out behind, and threatening to break oil' and remain

o



194 PEINCIPLES AND PRACTICE OF MIDWIFERY.

in utero. This we twist round into a cord, and after-

wards withdraw it slowly and cautiously. Bits of

membrane left behind set up different symjitoms in

different women. They rarely fail to cause pain

;

they often excite bleeding
;
and in some very sensitive

constitutions they have irritated on to dangerous con-

vulsions. They should be carefully removed, then,

with the finger. Clots remaining behind are also a

source of irritation and hismorrhage, and should there-

fore be removed. By the plan of external manijuda-
tion we have fewer of these, because we have much
less bleeding

;
there is rarely to bo seen those great

gushes of blood and clots which marked the plan of

jirotracted waiting upon nature. We should mention
that the placenta is most commonly separated from the

uterine wall at the time of exjmlsion of the child. It

is useful to know whether separation has taken place

or not, and this we ascertain by grasjiing the funis

and finding whether there be pulsation in it. If not,

then it is lying unattached. Students, we know,
often forget this simple test, and when they have an
encysted afterbirth, flatter themselves they have caught

a case of adherent j)lacenta. When the placenta is

delivered, it is as well to inspect it. It may prove a

nice specimen for “ pickling
;
” but that is a small

matter : a stronger reason is, that we ascertain if it

has come entirely away.

233. It may have been morbidly soft, and a portion

have become separated and remained behind, the source

of future mischief. The cord has often been di'agged

away in traction
;

this is easily done, it being fre-

quently loosely attached, especially in battledore pla-

centa. We have found midwives a good deal given to

wrenching off the funis, and have often had to finish

their imperfect work. Once we got a hearty laugh at

the expense of a poor Irishwoman. She had been

present at the delivery of a countrywoman of her own,

but though the child came right enough, the afterbirth
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was obstinate. On onr arrival we found her with

affrighted countenance holding on by the cord with both

hands, as a mariner would a cable, and on interrogating

her as to the meaning of her attitude and proeedure,

she replied :
“ Oh, sorr, I’m houldin’ on tight, for fear

the afther-burden should go to her heai’t and kill her.”

If the cord should be torn off, we must just seize the

placenta itself with the hand, and bring it away. If

we cannot secure it with a finger or two, the whole

hand must go in in quest of it
;
and very often this so

irritates the uterus, that it re})lies by
2
J0tent contrac-

tion. We don’t believe that the clean and cautious

hand does miich injury in this way.

234. Placenta Succenturiata.—We have referred

to the possibility of a portion of ^dacenta, where it is

preteruaturally soft, remaining behind
;
but there is

another thing that may be left in the uterus when we
never so much as dream of it, and that is a sui)2)le-

mental, or siq:)ernumerary, afterbirth. The occurrence

is as rare as quadruplets, hlany grey-haired brethren

have never come athwart it, and not many specimens

are to be had. Tliis extra 2)lacenta is much smaller

than the normal one.

Fall of the, Footal Portion of the Cord.— This part

usually drojis off on the 4th or 5th day, a sort of diy
gangrene preceding the fall. There is a circle of ulcera-

tion at the jiart of sc
2
)aration, and it cicatrizes and heals

gradually. If this .should not be the case, as often

ha
2
)pcns in stramous children, and where the part has

been exposed to much friction
]

if, on the contrary,

the part remains red, raw, and moist, then wo apply
some astringent to the part, such as oxide of zinc,

tannin, alum, nitrate of silver, &c.

235. The After-management of Natural Labour.

—

After the comjiletion of labour, it is necessary to apply
some abdominal siq)]X)rt in the sha

2
>e of a binder. This

should be so constructed and aj)plied as to afford mode-
rate support to the abdomen, and moderate jn-essure
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on the uterus. The uterine pressure varies with the

circumstances of the case. If there is a tendency to

uterine flabbiness and relaxation, let the pressure be
pretty Arm

;
if the womb contracts into a firm ball, it

may be less so. Injury may be done by too thick a

pad, too firmly applied
;

it may press down the uterus

too much, and irritate it
;
and it may even indent the

fundus, and thus initiate an inversion. The binder

should be worn for a fortnight, and tightened and re-

adjusted by the nurse wlien required. As there are

gentlemen who decry the supporting of the jierineum,

so there are those who make a crusade against the

binder. We believe it to be useful, although not

always indispensable, any more than ligature of the

funis is, and therefore we recommend it. Another
consideration is this (and we cannot desjiise it until we
attain the high position of being an oracle whose every

nod shall command implicit obedience, and even whose

absurdities shall be greedily devoured), that the ladies

find the bandage gives them comfortable support

;

they believe it prevents them from becoming loose-

bellied
;
and if they should suffer from a pendulous

abdomen afterwards, they will credit it to the want of

the binder, and not readily forgive the doctor for de-

stroying their elegance. The puerperal state is often

one bristling with caprices, and it is good policy not to

iTidely hustle them. Some gentlemen are independent

enough to be able to knock aside female fancies, just as

they would nine-pins
;
but the junior has his way to

mn, and that is not achieved by battling with female

whims. Better fight with windmills than women.

But we digress rather.

236. It is customary for the accoucheur to remain not

less than an hour in the lying-in room after the termi-

nation of labour. This is a wise arrangement, because

it affords him time to see that the uterus contracts pro-

perly, and that there is no preternatural bleediug. He
ascertains, also, the general condition of his patient,



MAXAGEMENT OF NATURAL LABOUR. 197

the state of her pulse, Szc. If, after we remain for an
horn, and find the discharge moderate, the pulse not

too quick (under 100), and no other threatening symp-
toms present, we may make up our minds to retire.

Before doing so there are two things to be attended

to:—(1.) Place the hand over the abdomen again, in

order to feel if the uterus is finn
;
and (2.) examine the

napkin which it is customary for us to apply to the

vulva after delivery. This soft towel or cloth gives us

a good indication of what has come away from tlie

uterus during the hour
;
but see that it is carefully

applied, for we have laiowm it placed a distance in front

of the vulva, and be almost without a stain even when
flooding was going on. We have a vivid recollection

of a case of this kind. AVe examined the napkm, and
found it to indicate only normal discharge. We then
felt the pulse, and found it pacing at the rate of 130.

This looked strange. AVe examined the bed below
the external parts, and found a basinful of clots. The
napkin was wrongly placed, and thus, if trusted to

alone, would have deceived us. AA^e immediately gave
a dose of ergot, undid the binder, grasped the uterus,

cleaned out clots from the vagina and os, and cvery-

thmg went well. A rapid pulse always makes us chary
of leaving, for hajmorrhage is often announced by it.

AA’ith a pulse moderately Arm, and iinder 100, the
uterus contracted into a firm ball, and little discharge

coming awmy, we leave the ])atient at the end of the
hour without apprehension of evil.

237. Medicines, Stimulants, Narcotics, Aperients,
Drinks, &c.—The womaii after labour desiderates two
things gi-eatly—viz., repose and sleep. She has passed
through a severe ordeal. Her frame has been en-

feebled by the muscular efforts of labour, by loss of

blood, and pcrha])s by her abstinence from food and
want of sleep, and her nervous system has received a
considerable shock. Picst and slumbci- and I’cnewed
strength are therefore required. How arc these in-
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dispensables to be obtained^ As regards sleep, if

tired nature sends the sweet restorer, let no opiate be
given. She often does so, and often fails. If the
woman remains sleepless for a time, and suffers from
excitement, we may have recourse to a little morphia.
Try first only 25 minims of the solution. We are

careful not to give it in large doses, because such are

antagonistic to uterine contraction, and therefore pro-

motive of flooding. Ilejiose will be favoured by ab-

sence of noise and exclusion of light.

After-pains.-—These in multiparous cases (in first

cases they are seldom experienced), from their severity

and frequency, often destroy both rest and sleep. If

so, Ave are justified in meeting them with an opiate,

such as sol. morph, or tinct. opii, in 25 minim doses.

This amount will soothe without antagonising the con-

tractions of the womb. Some give an opiate in every

case
;
and if it is only a moderate dose, it may aUay

irritability, and do no harm. The after-pains are just

a recurrence of the uterine contractions, set up to

expel any contained fluid or clots, and they form,

perhaps, part of the process by which the womb be-

comes of diminished volume.

238. If the labour has been very severe, or if the

female be naturally feeble, some stimulant may be

given soon after labour—either wine, good whisky,

or brandy. The pulse, which is increased considerably

during the second stage, falls after the conclusion of

labour down to its normal rate : then, in 8 hours or

so, there is a reaction, when it mounts up again to

what it was before the child was born. It then falls

imtil re-excited by the secretion of the milk. The
nurse should see that the woman is not allowed to

exert herself in any way for several days, perfect

rest in the recumbent position being requisite. Fatal

syncope has been induced by assuming too soon the

erect posture. Of course, strong females can do Avhat

more delicate ones cannot
;
but it is best to inculcate
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caution. Some nurses fatigue their patients by changing

their linen soon after labour. This slioukl not be done
unless matters are arranged so that the under-dress can

be replaced witliout rising up. But it is better to

see that the clothing be doubled up when the second

stage begins, and thus to have it out of the way of the

discharges.

It is usual for the doctor to j^ay his first visit about

6 or 8 hours after he has left. By this time the woman
may have had some sleep

;
and he will ascertain this,

and whether she has suffered from much pain, the

quantity and nature of the discharge, &c., and whether
she has passed Avater. In ordinary cases the lochia

will have soiled from 3 or 4 towels by this time. The
prdse will also merit notice. We will see that it is

not too quick or too full; if 80 to 90, we will be

pleased with it. A pulse above 100 makes us anxious
;

one of 130 to 140 says that mischief is brewing. Our
visits are repeated daily for ten days, and indeed it is

as well for the first two or three days to call twice

a-day. At these visits we ascertain the state of the

pulse, the nature and quantity of the lochia, and
whether or not tliere is uterine pain. If pain exists,

is it pretty constant, or intermittent only % Severe
uterine pain, pretty constant, and gradually deepening,

occurring about the 2nd or 3rd day, looks ugly, and
all the more so if there is a rapid pulse. But the

student must not confound the “after-pains” with
incipient inflammation. After-pains are often exceed-
ingly severe; but they are not constant, but inter-

mittent. They do not quicken the pulse, and Avith

them there is no abdominal tenderness. If the female
has difficulty in making Avater, Avarm fomentations to

the external parts may help, or a di-aught of s[)t. eth.

nit. and tinct. hyoscyam., or a moi'ph. suppository may
be given. These ansAver Avherc it is due to spasm

;
in

cases of contusion and tumefaction, avc may have to
use the catheter. Our visits need not extend beyond
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12 days in natural cases. During all this time the

woman sliould scrupulously maintain the recumbent
position, in order to avoid displacements, &c.

239. Lochia.—The lochial discharge, or “cleans-

ings,” as it is popularly termed, is of a sanguineous

character at first, but soon becomes of a lighter colour,

and of a serous quality. This altered condition of the

discharge is due to the changes taking place in the

uterus. Just after the comjjletion of labour, the

uterine vessels were large enough to permit the escajie

of blood, but by the contraction of the uterus these

are diminished very much, and serum chiefly, instead

of red globules and fibrine, oozes through. Sometimes,

however, owing perhaiis to the patient exerting herself

too much, the uterus again relaxes, and blood is per-

mitted to pass. In some cases the lochial flow will

continue for 5 or 6 days only
;
in others, for 2 or 3

weeks. In the case of dead-born children it is usual

for it to dry ujJ in a few days after labour, and with-

out any bad results. A .speedy drying up of it will

not alarm us, provided that this is not followed by
pain or fever. The disintegrated decidua is mixed
with the discharge, as also cervical and vaginal mucus.

A peculiar odom- attaches to the lochia; and this is

said to be more penetrating in dark-complexioned

females. When the lochial discharge is too scanty,

and some little pain, and perhaps feverishness, happens

in consequence, we should apply a warm fomentation

or poultice over the vulva. If, on the contrary, it

should be too abundant, we' may give some iron or

some ergot, or both. Gallic and tannic acids are also

of service. When the discharge is scanty and fetid,

good is done by throwing some warm water into the

vagina occasionally
;
at other times, with the addition

of some Condy’s fluid (sol. potass, permang.)

240. Condition of Uterus after Delivery.—The

post-partum alterations of the uterus consist in the

degeneration and removal of the large muscular fibres.
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and the re-development of the smaller and rndimentary

ones characterizing the virgin state. The internal sur-

face of the womb, when examined within a day or two
after labour, presents at the placental site a raised

appearance, due to greater thickness at this part, and
the remains of the decidua serotina. Tlie mucous
membrane is loosened and softened, and dotted by
patches of decidua. A peculiar greenish colour marks
the whole inner surface, not unlike the ai)pearancc

presented by gangrene. Where the afterbirth was
attached are still to be seen the open mouths of the

veins and arteries, Avith coagula suspending from them
like diminuthm icicles

;
and betAveen these orihces are

found the remains of the hypertrophied mucous mem-
brane, or decidua serotina. In the closure of these

A'essels no pus is throAvn out
;
the adhesion of their

sides is brought about independent of this, and pro-

bably by the mere contraction of the organ. The os

and cervix ha\*e a l)ruised appearance, and are some-

times found lacerated.

Some authors believe that the entire lining membrane
is shed at the time of parturition, but others deny it

strongly. Virchow is among the latter
;
and Matthews

Duncan, Avho examined a number of cases, also denies

that the membrane is exfoliated except Avhere the

placenta Avas inserted.

The vagina soon contracts after its extensree dis-

tension. It may remain tender and painful for a day
or tAvo, especially if it haA’e been lacerated a little, but
it is speedily restored. Tlie vulva sometimes smarts
for a day or tAvo, but the a]>plication of a little lard,

and occasional bathing Av'ith lukcAvarm Avater, avuII allay

this.

241. Diet of the Puerperal State.—The question of

diet is one of no little importance. The older authors
stinted the female vciy nmch, for fear tliat some dis-

order of the jiuerporal state, such as inilammation,
fever, phlegmasia dolens, <fec., should be engendered.
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This sort of regimen is now pretty well exploded.
We do not, as a rule, keep them on gruel or thin slops

for ten days, but deal much more generously with them.
The reason of this is, that we believe that the debility

and exhaustion incidental to labour demand, and are

best repaired by, the employment of more nutritious

food. When we have a non-puerperal patient suffering

from great weakness, we prime him or her with extract

of meat and wine, &c.
;
therefore, why deny the same

fare to the prostrate female in childbedl Ah! it may
be replied, that is quite a different thing

;
the puerperal

state is peculiar, and prone to fever, &c., and, conse-

quently, good feedmg may induce these ills—may
excite milk fever or metritis, or peritonitis, and so on.

We do not believe this. It is one thing to keeji pour-

ing stimulating diet into a patient when inflammation

or fever have set in, but quite another thing to act thus

liberally when no .symjitoms of these are present. There

is little fear of moderate good feeding producing those

evils, and, j^erhaps, it is not too much to say that there

is more fear of engendering them by abstinence.

242. The chief dread in former times was m regard

to the “ milk fever,” as it is termed, which comes on
about the third or fourth day; but M. Pajot has shown
that this is very much of a bugbear, and that we may
attend hundreds of cases without meeting with more
than a little ephemeral excitement of the circulation

and increased temperature. Were these unusually

great, we would be careful not to stimulate. In regard

to inflammation of the uterus and peritonitis, their

etiology is now better understood. They ai-e due either

to injury of the parts, or to septic agencies acting in-

ternally or from without. A vigorously contracting

uterus is the best safeguard against the absorption and

operation of the latter
;
and nutritious food by support-

ing the general strengtli, will conduce to this desAable

condition. On the other hand, a low diet will favour

a debility inimical to due uterine contraction. As re-
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gards phlegmasia dolens, we also know now that a

nutritious diet is likely to do it good rather than the

reverse. Modern pathology has pointed out that it is

connected ^vith depressed vitality, and a generous diet

may help in warding it ofi', instead of wooing its

presence.

A spare diet, further, instead of promoting recovery,

tends to hinder convalescence. Dr Oldham has pointed

out this very clearly, and condemned the system. Dr
Graily Hewitt has also written ably on the subject,

and recommends a liberal diet soon after labour. We
have been in the habit of allowing fish, eggs, white

meat, &c., after the fourth day for a number of years.

The diet, then, should be as follows:—For the first four

days, slops, tea, bread, gruel, panada, sago, corn-flour,

arrowroot, rasks, &c.
;
after this, and when the aperient

(the best is castor-oil), which is usually given on the

third day, has operated, beef tea, chicken, and chicken

broth may be allowed. A chop, or tender steak, or

fresh egg, may be given on the fifth day. A little claret

and water for a drink, but little wine of a stronger kind

until the excitement of the milk secretion has sub.sided.

243. The Breasts and their Secretion—^When to

apply the Infant, &c.—From the second to the third

or fourth day the breasts begin to expand, and are the

seat of darting pains. At first there is nothing but
a serous fluid (colostrum) in them, but soon the true

secretion, milk, appears. It is \ishercd in frecjuently

by rigors, pain of the mammse, and a quickened circu-

lation. When should the infant be applied to the

breast 1 Well, there is some difi'erence of opinion here

among authors. Some hold that it is best to apply the

child early, say after the mother has rested for ten or

twelve hours
;
while others, such as Dr Ballard, hold

strongly that it is hurtful to the child to apply it so

early, when there is nothing foi’ it to got but colostrum
and air. This is said by Dr Ballard not only not to bo
decent feeding, but positively hurtful, engendering as



204 PRINCIPLES AND PRACTICE OF MIDWIFERY.

it does flatus, diarrhcea, and irritation of the stomacli.

Our own opinion is this, that there are evils connected

Avith both plans
;
but there are fewer with an early

than a late application. If you apply the child early,

there may be little for it to get
;
and it may be purged

a little with the colostrum; but you are drawing out

the lacteal ducts, and exercising an almost talismanic

influence on the secretion. Delay this application for

days, and the milk will be slower in coming, nay, it

may retrocede, or it may refuse to come at all. The
bottle, we are persuaded, often comes of delay here.

Although the child be applied early, this is chiefly for

the purpose of wooing tlie lacteal secretion
;
and, for

three or four days,’ we may give the infant some cow’s

milk and sugar and water, in order to keep down the

flatus and the gastric irritation which the early contents

of the mamma3 beget if given alone. Our view, then,

is this : Early application of the infant favours the early

flow of the milk, although the feeding got from the

breast the first day or two requires to be sup])lemented.

244. The Bottle.—In feeding the infant, the spoon

should be used—that is, when the child is to be fed at

the breast. If we begin with the bottle we may have

to end with it, for the child rapidly comes under the

sway of habit, and getting, as it does in general, out of

the bottle teat, a profuse and easy flow of milk, it goes

back to the less generous mother’s nijiple with reluc-

tance—nay, may refuse it altogether. When the

mother is too feeble to suckle the child, or when an

unwilling secretion recedes, owing to too long delay m
applying the child, then either a wet nurse or the

bottle must be had recourse to. The latter is now a

mighty institution. It is manufactured by the thou-

sand, and, like chloroform, goes to the uttermost ends

of the earth. The sun sets no more upon it than it

does on British territory. Wherever a family travels

—

to far-off India, or to Polynesia—thither the bottle

must go, though many other articles should be doomed
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to remain beliind. ’Tis the most familiar household

word agoiog. We are not sure that this is of good

omen—we rather fear that it imi^orts evil, while also

evidencing an unnatural state of things. AVhy should

so many modern mothers abdicate the natural iunction

of lactation % Does their doing so indicate indolence

or betray physical degeneracy 1 Often the one, and

not seldom the other. In either case it is a blot on

our civilization. The children ft-cqiTently thrive ^netty

well on the bottle, but in other cases gastric and

enteric disorders are set up, leading to other ailments,

which often end fatally. Especially is this the case

where the cpiantity of milk is not well regulated

—

where the child gets a great deal more than what the

parent can yield. At hrst the bottle should be made
up of two parts of cow’s milk and one of water, with

a little sugar
;
after a mouth or tw'o it may be made

stronger. If the stomach comes to reject it, and the

bowels get disordered, add a little lime water
;
and it

is a good plan to give them arrowroot, gruel, or gela-

tine for a change occasionally.

CHAPTER XIX.

OF CERTAIN FCETAL ABNORMALITIES.

245. Of certain Foetal Abnormalities, Suspended
Animation, &c.—We now proceed to notice briefly

certain defects cliaracterising the infant at times. It

may fail to res])ire wlaui born, owing perhaps to the

nature of the labour, the lungs being in a state of

atelectasis, or from syncope. If cardiac imlsation

exist, we ought to do everything in our power to rouse
it from the condition of suspended animation. We
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have succeeded with childi'en after 30 or 40 minutes’

perseverance. Various plans may be tried. If the

cord be pulsating, it may be as well not to sever it for

a little, unless the child be very cyanotic, when we
may try a little bleeding from the cord. Then we give

it some slaps on the buttocks, or shower a little cold

water over the foce and chest, or place it alternately

in hot and cold water. Try to excite respiration by
the well-known plan of Marshall Hall, or that of

Sylvester. This latter method consists of the alternate

extreme elevation and depression of the arms, the child

being in the sitting posture.

246. Umbilical Haemorrhage.—A very critical

—

indeed, usually fatal—haemorrhage takes place from the

umbilicus of the child in some cases. It may occru’

from the 3rd to the 20th day after bii-th. It has some-

thing to do with the fall of the funis, but may set in

before its detachment. The etiology of this bleeding

is not yet clear. It is owing to the incomplete closure

of the vessels
;
but the question is. What hinders the

jiroper occlusion of these vessels 1 There is some deep

constitutional cause—some blood defect—deficiency of

fibrine probably—at the bottom of it. Jaundice is

frequently present in such cases, and purpurous spots

are often observed. Hepatic malformations and defi-

ciences have existed in numerous instances, such as

absence of gall ducts, imperforation of the ductus

com. choh, whether from adhesion, indurated bUe, or

organised closure. The bleeding may indicate the

hiemorrhagic diathesis. Males seem rather more liable

to it than the other sex. Dr R. Peel Ritchie pubhshed

an excellent paper on this subject, from which useful

information may be gleaned by the student, in the

“Ed. Med. Journ.,” June, 1868.

247. Treatment.—The bleeding must be arrested by

astringents, such as ferri perchloriduin, burnt alum, or

tannin. These are often quite unavailing. If so, the

actual cautery may be used, or the ligature. This
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latter is thus applied :—Render abdomen prominent
by a pillow beneath the back of the child. Then intro-

duce a hare-lip pin through the integument at the base

of the navel. With a leoji of thread under this, the

skin, (tc., is raised, and another pin is introduced at

right angles to the first, and under it. We then twist

the thread round the pins in the figure-of-8 style, and
afterwards a strong waxed thread is brought round the

base of the umbilicus. The eschar formed should not

be interfered with, although the pins may be removed
in a few days. The ligature sometimes succeeds in

stemming the bleeding, but the children may perish

notwithstanding. In fact, there are constitutional

defects sufficient in many instances to kill, apart from
the haemorrhage. These defects in the inffint there is

no time to combat with remedies. Another method,
and which has achieved success, is by means of pilaster

of Paris. The navel is filled with this in a liquid

condition, and when it solidifies it is retained, and
aiTests the discharge mechanically, and by compression.

Pressure may also be applied by means of collodion,

and compresses graduated. A comjn’ess may be made
with matico leaves, or with a thick paste of tannin and
gum acacia. This latter is a remedy of my own, and
has succeeded, but in a case where there seemed to be
no diathetic drawback. “ Prevention is better than
cure ” is an aphorism true both in regard to moral and
physical ills, and it tenders a useful hint to us here.

We meet with a case of umbilical haimorrhagc, say, in

a certain family. Well, have any of the offspring

previously suffered from the same, and what is the
.state of the mother’s health 1 Is .she anannic,—leuco-

cythemic, or docs she suffer from remediable disease of

any of tlie blood glands'? If so, we may be able to

improve her condition, and consequently that of her
future children. As we diminish the number of

S}q)hilitic children by combating that disorder in the
parents, so in like manner may we lessen the roll
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(happily not so long a one) of those infants who suffer

and perish from the navel flux. Iron is a great blood- '

improving remedy, and much alterative benefit is con-

ferred by iodide and bromide of potassium, along with
the chalybeate medicines.

i

248, Imperforate Anus, Blind Colon, &c.—Some-
times children are born without any anal aperture.

The malformation is deemed very rare, but we have
|

met with not a few cases now in our own jn’actice, and
we know many brethren wlio have also had a number

i

of cases. Tlie rectum usually ends in a cul de sac,

from 1^ to 2 indies above the external surface. The *

last case which occurred in my own practice was a
somewhat rare one. The bowel terminated in a cul de i

sac about the usual distance up, but there was an anal
;

aperture about three-quarters of an inch deep. It is

rare to find the rectum terminating in a sac, and at

the same time an anal orifibe. My friend Dr W. !

Thomson showed this specimen for me in my absence

at tlie Edinburgh Obstetrical Society in Eebruaiy last

(1871), and it is now in the possession of my friend

Dr Keiller. Sometimes the gut communicates with

the bladder, and meconium passes out with the urine;

at other times, and in the case of females, there is a

cloacal communication between the bowel and vagina.

Again, the rectum is found to open and terminate in

the urethra.

249. Symptoms.—There is usually, after a day or

two, abdominal pain, tenderness, and distension, and

vomiting sets in. In my last case, vomitiug of the

liquid food began 24 hours after bii’th, and continued

until death. The child survived only 52 hours, peri-

tonitis having set in. Some children liave lived for

a few weeks; and there is a case, reported by Dr
Little through Dr Keiller to the Edinburgh Obstetri-

cal Society (see “Ed. Med. Journ.,” March, 1867),

where the child lived to the extraordinary period of 3

fourteen months. The infant micturated, but never
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passed feces, there being only some sebaceous-looking

material discharged by the vagina. It was reduced to

a skeleton, and the belly was hard and swollen, the

circumference I’ound the navel being 24 inches. No
opening could be detected from the vagina into the

bowel, and no other canal through which feces could

possibly pass. It was brought to Dr Little from the

coast of Coromandel, and no surgeon had a chance of

operating upon it. This is the most unique and asto-

nishing case on record. Possibly, some little com-
munication existed between the bowel and vagina,

admitting of the outlet of a little fluid feces. It is

hardly possible to conceive of it survivmg so long

without this.

Treatme7it.—Vie must endeavour to cut our way
cautiously to the bowel, then draw this down, and
stitch it to the edge of the artificial opening. Gentle
dilatation by bougies may be carried on occasionally,

in order to keep the orifice (which has a great ten-

dency to close) open. Sometimes the bowel retracts,

and there is a deficiency of mucous membrane
;
and

thus an open canal cannot be maintained. My friend

Dr P. H. Watson operated in a case for me about three
years ago. The canal was maintained, and feces passed
for a short while; but the child sank. Dr Bruce, of
this city, had a case where the child survived, aftei'

operation by Professor Spence, for a year, dying from
another cause. When the bowel terminates too far

up to be stitched down at the normal site, an opening
may be made over the sigmoid flexure.

250. Spina Bifida—Hydro-Rachitis Spinosa.—We
prefer noticing this abnormality here also, because,
like the foregoing, treatment, to be of service (which it

rarely, however, is in such cases), must not be long
delayed after birth. In this abnormality we have a
fluctuating tumour in some jjart of the spine, consist-
ing of watery fluid contained within the sheath of the
spinal maiTow. Several of the vertebra; are also

p
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awanting. A common site of this tumour is the him- ij-

bar region; at other times it is found in the cervical t'l

region. When the child cries, an imjmlse is given to

the tumour, and pressure upon it sometimes occasions [L

convidsions. Hdyrocephalus often co-exists with these i
tumours, and death usually takes place from convul- I

sions. Tetanus has sometimes supervened, probably
[j’

fi'om inflammation attacking the cord. Sometimes ji!

women give birth to these cases successively. Dr I

Menzies, of this city, a gentleman of extensive 2ii’ac-
|(-

tice, has rejioi-ted several cases, and one where the

woman was delivered three times in succession of chil-

dren with these tumours.
^

Treatment .

—

Pressure has been tried, and taji^iing,
p

with injections of iodine; but these methods have It

rarely been successful. Inflammation of the nerve- li

centres is ajit to follow, or violent convulsions. A ^
better j)lan is that suggested by Sir James Simpson, as

follows :—Cut out an ellijitical jiortion of the tumour,

by means of two semi-lunar incisions in its long axis, L

and on each side of the middle line, and leave on each k

side sufficient skin to cover the opening into the sjiinal |
canal. Dissect off the lining membrane of the jiortion X

left, down to the level of the s^iinal canal, and close i5

the incision by the interrujited suture. A successful [i

case, ojierated on in this way by Dr Henderson, of t

Leith, will be found reported in the “ Edin. Med. 1

Journal” for May, I860.

The jipeventive treatment of this and other errors |
of deficiency will be found in the chapiter devoted to >

“ Monstrosities,” where other abnormalities are also ii

treated of. ,
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CHAPTER XX.

CL.ASS II. UNNATURAL LABOUR.—ORDER I. TEDIOUS
LABOUR.

2.51. In Tedious Labour the head presents, and
labour is terminated without resorting to operative

interference; but the period extends beyond twenty-

four hours, owing to causes afiectiug the first stage

principally. The chief evil of a protracted first stage is

that of maternal fatigue, the woman being thereby

rendered less able to meet the exactions of the second

stage. The secondary or voluntary forces are thereby

sapped and enfeebled, and if they come into play, it is

with greatly impaired vigour. Denman, Churchill,

and others do not view delay in the first stage as in-

jurious either to the mother or the child; but while

that may hold true m reference to the latter, it is per-

haps less so in regard to the former. Undue delay

in the second stage, however, is now widely recog-

nised by the mass of accoucheurs as a cause of morta-
lity. The causes of tedious labour are numerous.
Some pertain to the uterus itself

;
others are consti-

tutional
;
and, indeed, the latter often occasion the

former.

We shall enumerate them. (1.) Weakness of the
uterine force. (2.) Wrongly directed uterine foi'ce.

(3.) Inadecpiacy of the secondary, expiratory, or volun-
tary force. (4.) Iligidity of the os and cervix uteri.

(.5.) Redundancy of licpior amnii. (G.) Premature rup-

ture of the bag of membranes. (7.) Non-formation of

the membranous bag.

252. (1.) Feeble Action of the Uterus.—This may
spring from a variety of causes, such as a congested, or
even inflammatory condition of the ntenis itself, pre-

vious ulceration of the os and cervix leading to indu-
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ration
;
organic disease of the organ, or fibrous tumours.

Then various constitutional states, such as ansemia,

scrofula, the rheumatic and gouty diathesis, chi’onic

dyspepsia, chronic diarrhoea, and dysentiy. Women
sufl'ering from general debility, or depression of spirit,

and those of a highly emotional natiu'e, are prone to

this kind of labour. It has been observed that females

who have married late, and are thus pretty well ad-

vanced in years before they have become pregnant, are

also somewhat liable to it. An indolent and luxuriant

life predisposes to it
;
and the same is true of menor-

rhagia, and other diseases marked by fluxes which
undermine the strength. Primipara3, too, and women
who have had large families, and who may have suffered

much from leucorrhcea, often help to swell the list.

Symptoms .
—The woman may suffer a good deal from

fatigue, but there is rarely any feverishness or other

bad symptom. The pains may come pretty regularly,

but they are feeble, and do not influence the os much,
and tardy progress in this way is made. Sometimes
there is a long and uncertain inteiwal between the

jiains, and they are of a griping, sjiasmodic character.

In the rheumatic and gouty they are particularly so,

and intolerably sharp and painful.

253. Treatment.—The indications here are to sus-

tain the strength, and cheer the spirit of the woman;
also to stimulate the uterus by gentle means, in the first

instance at least. Warm drinlcs may be given, con-

sisting of gi’uel, or beef-tea, and a little weak negus.

If the bowels are costive, a dose of castor-oil will be

very suitable, nay, called for
;
and besides clearing out

the rectum, it may increase the uterine pains. In some

cases, such as where the woman has lost sleep for several

nights, owing to the annoying, but almost useless pains,

it may be necessary to secure both sleep and a rest to

the uterus by an opiate given in the form of sujiposi-

tory. We have seen a draught, such as the following,

help in the first stage : Borax, 40 grains : Tinct. Can-
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nab. Ind., and Liq. Morph., of each 15 minims; Aq.
Cinnam, 1 ounce. There is here a combination of

uterine stimulants with a relaxant
;
and although tlie

latter theoretically antagonizes the former, yet we have

seen good done by the mixture. Borax is not a jiower-

ful oxytoxie
;

if it were, we would not administer it in

presence of an undilated os. The service got from this

draught is, a speedier dilatation of the os, and more
regular and stronger pains. When the door of the

uterus is thrown open, when the first stage is termi-

nated, and the uterus still continues recalcitrant, we
may resort to the (yet) peerless uterine stimulant, ergot.

Give a drachm or so of good liquor, and it will rarely

fad, in the course of 15 or 20 minutes, to rouse the

unwilling womb to more vigoi’ous action.

254. Disadvantages and Risks of Ergot.—While
recommending ergot, it will be convenient to notice

here some of its demerits. It may affect adversely

both mother and child. As regards the former, it may
occasion gastric j^ain, vomiting, and delirium, or even
coma and insensibility

;
but we don’t find this happen

often. We have given it very often now, and we
cannot recall any instance where it excited anything
beyond a little stomachic pain, vomiting, and enhanced
uterine pain. Ergot, also, without doubt, conduces
often to irregular contraction of the uterus. It in-

creases the force of the contractions, but these latter

are sometimes partial. Thus, incarceration of the pla-

centa may result. In reference to the child, we find

that the intensity of the uterine contractions impedes
the utero-placental circulation. There is likewise an
influence exerted on its vascular and nervous system.

Certaiir it is, that not a few children are born dead after

large doses have been given to the mother, and others

are born in a cyanitic, semi-asphyxiated condition.

We have seen death result in several cases, and this

cerulean hue in others, where the ergot, though given
in pretty large doses, did not produce spastic contrac-
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tion. This would favour the view of a specific influ-

euce on the chdd. There is always considerable risk

to the child, then, when the deliveiy is not pretty early

effected after giving the ergot, say from 1 to 2 hours.

255. When Ergot should not be given.—Do not

give the ergot where there is a rigid or undilatable os,

or in cases of mal-presentation or deformed pelvis
;
in

fact, where there is any hnpediment or obstruction to

labour in the passages. We would not give it either

where the presentation could not be made out. It is

obvious that in first cases it is rarely suitable, the .

parts being less yielding than in multiparai. In pre-

sence of head symptoms ergot is also inadmissible.

But we must now resume the treatment of feeble uterine

action. There is a method that may be tried, even

before giving ergot, and which was first proposed by
Ritzen about fifteen years ago. The patient being

placed on her back, we place our hands on the sides and
fundus of the uterus, and make firm and downward
pressure in the axis of the brim at the beginning of

each pain. Dr Playfair has tried this jilan, and says i

that the natural forces were increased by it greatly,

and that delivery was much hastened. We question ,

whether this method should come much into vogue,
,

however, as, if not cautiously done, we might injure <

the uterus, and favour the production of metritis. Of
course, it should not be done unless the passages were :

ample. We would favour the employment of moderate ;

pressure, and a little friction from above downwards.

256. Galvanism was proposed by Dr Radford, of I

Manchester, in this form of labom*, among others
;
but I

those who have tried it do not seem to have got much l(

benefit from it. Dry-cupping to the sacrum has been h

tried; and Kiwisch highly recommends the water-

douche. We have seen the application of mustard over

the abdomen helji; at other times, hot fomentation.s.

A large jiiece of spongio-jiiline soaked in hot water and

laid over the abdomen, on which has been previously
:
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rubbed a little extract of belladonna, or a drachm of

tinct. opiL, seems to relieve in the case of the gouty,

and where the pains are spasmodic; at the same time,

the heat facilitates the pains. Some authors recom-

mend bleeding in the case of plethoric females, and
where there is an engorged condition of the uterus

itself. We are of those who believe that the partu-

rient time is a bad one for venesection. When there

is very irregular uterine contraction, we get some bene-

fit from the administration of chloroform. The phro-

jihylactic treatment in these cases should be carefully

attended to, when it is in our power. For instance,

the gouty and rheumatic diathesis, anannia, debility,

and inflammatory or other conditions of the uterus,

should be combated by the flt remedies.

257. (2.) Obliquity of the Uterus—Wrongly-
Directed Force.—When the long axis of the uterus
diverges from that of the pelvic brim, as hajijiens some-
times in females with relaxed abdominal walls, and a
jiendulous abdomen, and in others, perhaps, from lying

too much in one particular position during pregnancy,
the head of the foetus may be misdirected during the
2iains. If it is thus made to depart in any direction

from the pelvic curve, some delay a\u11 be occasioned.

Usually, however, no great obstacle to labour is caused
by this. On making our examination, we may detect
the os pointing too much towards the sacrum (this is

the case usually in jiendulous belly), oi- it may be
directed too mucli to one or other side. It is not often
(that Ls the os) anteverted.

Treatment .—In retroversion of the os, or, in other
words, anteversion of the fundus, the chief thing is to

make the woman take her pains for a time on her
back, and the abdomen, if need be, may be sui)ported
by a binder. In exti’eme cases we would not object to
the method of Baudelocque, viz., raising the abdomen
with one hand (or getting the nurse to do it), while
with a finger or two of the other the os is liooked,
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brought forward, and maintained in that position during
several pains.

(3.) Inadequacy of the Voluntary Force.—The
woman is frequently unable to bring the secondary
forces elSciently into play, owing to dys

2
moea arising

from jmlmonaiy or cardiac disease, or aneurism. In
abdominal dropsy, too, it is obvious that the muscles of

the abdomen will be imjieded in their movements.
258. (4.) Rigidity of Os and Cervix.—Theoiiening

up of the os is often a very tardy process, and there is

no condition more annoying to the accoucheur at

times. He would rather have a transverse
2
)resenta-

tion (with jilenty of room to work), than find, when he
makes his examination, from time to time, an os of

almost metallic induration, and obstinately refusing to

expand. Plethoric primii)arse, and women u}i in years

before becoming jiregnant, are more jiai'ticularly liable

to it. It may also arise from jirevious ulceration,

or organic disease, or be due to a ju’eternatural tense-

ness of the muscular fibres. There are two kinds of

slowly yielding os. One is thin and hard; the other

thick, cedematous, and soft. This soft one is just as

slow to dilate as the other. Note this jiarticularly,

because, as has been jiointed out by Churchill and
others, it might be confounded with the soft condition

of the os, which takes idace at all times before it ex-

pands, and “ into which even the thin and rigid cei’vix

must pass.” A tyjiical and very instructive case was
reported by my friend Dr Pattison to the Ed. Obst.

Soc., a few years ago. (See “Ed. Med. Journ.,” Jan.,

1867.) We would recommend the student to jieruse

the rejiort of this case, in order the better to a^ipreciate

the obstinacy and difficulty of some of these instances

of unyielding os. Many hours elapsed before dilatation

was effected, notwithstanding the amjile employment
of the whole range of relaxant remedies. A case like

Dr Pattison’s once a-month only would undermine

and destroy the patience of a Job even, and be well-
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niirli fitted to drive the most enthusiastic accoucheur

from obstetrics altogether. There are some of tlie

cases due chiefly to spasm, but these yield pretty

readily under the proper treatment.

259. Treatment.

—

We shall give the treatment in

the order in which we have been in the habit of em-

jdoying the drfterent remedies and means to be named,

and which order we recommend to be followed. Try
tartarated antimony first

;
it is often of immense service.

In many cases the os will soften and expand under this

drug alone, the rigidity going off as if by magic. Some
recommend small nauseating doses. We have been in

the habit of giving half-a-grain at once where there

was much rigitlity
;
sometimes this produces vomiting,

but we don’t object to that, for softening and expansion

come more effectively and speedily from emesis than
from nausea only. Its action is not much, if any, pro-

moted by an opiate
;
but this is useful in moderating

pain, and it is a good plan to insert a half-grain Morph.
Supposit. into the I’ectum. The oj>iate favours relaxa-

tion by itself. Inhalation of chloroform is another

invaluable means, and may be tried alone in those

cases where there is modei’ate rigidity, and great irre-

gularity of the uterine contractions. On administering
it, although these latter are usually not increased in

frequency, but, on the contrary, retarded, they become
stronger and more regular. By the relief to jiain which
the amesthetic gives, the woman is also frequently better

enabled to employ voluntary assistance
;
that is, where;

she is not profoundly under its influence. Bleeding,

especially in plethoric females, has its advocates, but
we don’t often resort to it. The arguments for caution

are these : The woman always loses some blood after

delivery (from the seat of placental insertion). It may
be a moderate amount

;
but it may, on the contrary,

be a truly fearful quantity, and at least wo can never
predicate the extent of it. Well, if it should be very
profuse, and we have happened to drain her also during
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labour, her chances of rallying will be much diminished.

Nay, the post-partum bleeding may then be sufficient

to destroy her. This bleeding from the uterine vessels,

then, we will always keep in mind when we ponder
over the ju’opriety of opening another vessel

;
and, in

our humble view, the oftener it sways us over to the

side of moderation, or even abstinence, the better. We
should specially exhaust the other relaxant means be-

fore resorting to the lancet.

260. Belladonna, topically applied, has been lauded

by some, but we never found it of much use here. We
can relax the sphincter of the eye infallibly by means
of this drug, but not so the os uteri, or the I'ectum.

Sitting over the steam of hot water, or throwing a cur-

rent of warm water up against the os and cervix by
means of a syringe—the injection to be continued for

several minutes, and repeated every half-horn* or so

—

often prove of service, A tobacco enema has been tried,

but owing to its depressing influence, we should not

care to use it. The air-bag, invented by my friend Dr
Keiller, is an efficient means of cblatation, and ought

to be kept in mind. Manual dilatation, that is, gentle

rubbing of the os with the well-belarded finger, yields

excellent results in some cases. This is a plan strongly

condemned by some authors, who seem to shudder at

the bare mention of the thing. Especially is it held

in abhorrence by many of the Irish school, and not a

few able men in London. We have never seen any
harm accniing from the plan

;
and as we have, on the

contrary, witnessed much good, we certainly recom-

mend it. The practice is sanctioned by the following able

quartette of obstetric authors, viz., SmelHe and Simp-

son, Hamilton and Burns. In carrying out the plan,

let there be no rude tearmg at the os, but gentle

rubbing with the greased finger from time to time.

261. Extreme and Persistent Cases.—There are

some cases of rigidity (due sometimes to malignant

disease, at other times to a peculiar hardness of the
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muscular fibres, or a cartilaginous condition of the os)

which cannot be overcome by any of the afore-men-

tioned means. The pains, too, may have become
powerful, and of a second-stage ciiaracter, and the

patient may be getting into a state of exhaustion.

Moreover, there may be a risk of tiie uterus rupturing,

or even of the cervix being torn away, as has in rare

instances occurred. In such extreme cases, resort must
be had to incision. This is done with a jirobe-pointed

bistoury, carefully applied, or by means of probe-pointed

scissors. Four cuts should be made, about -| of an inch

long
;
one at each side, and the others anteriorly and

posteriorly. This latter should be cautiously done.

This operation is not now viewed so serious as it was
wont to be,: indeed, its harmlessness is almost estab-

lished. It has been long done in many parts of Ger-
many without bad results, and Prof. Edward Martin,
of Berlm, recommends it warmly, and testifies to the

good done by it. He operates in about 1 case out of

eveiy 60. He thinks it best suited for the thin and
hard os. If the os does not dilate thoroughly even
after these incisions, we might further it by a cau-

tious use of the Keiller or Barnes’ air-dilator. It does

not appear that there is much risk of an extension of

the cut. After delivery the vagina should be washed
out daily with warm water, to which is added a few
di'ops of carbolic acid, or a little Potass. Permang.

262. (5.) Excess of Liquor Amnii.—In some cases

the amount of fluid is enormous, and gushes away like

a jierfect ton-ent. This excess may be due to an in-

flamed state of the amnion, and it is frequently asso-

ciated with morbid states of the foetus. Wo have seen

some hydro-cephalic cases where there was a great

redundancy of liquor. On the other hand, it is quite

consistent both with maternal and foetal health. The
.strength of the pains is usually impaired, and if the
labour is thereby retarded, we must rupture the mem-
branes, and peimit the escaj)e of the fluid. A large



220 PRINCIPLES AND PRACTICE OF MIDWIFERY.

basin should be placed before the vulva to catch the

waters, othei’wise the bed may be uncomfortably
drenched.

(6.) Preternatural Toughness of the Membranes.
—The membranes are sometimes so tough that they do
not give way when they should—viz., at the termina-

tion of the fu’st stage. They do not necessarily cause

delay by remaiuing entire after this, but if they do so,

they should be ruptured at once. Then' entirety after

the second stage is entered upon, while seldom of much
use, is often of much harm, iu consequence of the retar-

dation of labour thereby occasioned.

263. (7.) Non-Formation of Bag of “Waters.”

—

Cases sometimes occur where there is abundance of

liquor amnii, and yet the bag of waters doqs not form,

owing to the head being applied too closely to the lower

zone of the uterus. We are thus in the same plight as

we would be were there no liquor amnii at all. The
head has thus to do the work of dilatation, instead of

the more suitable wedge of the bag of liquor
;
and it

does it more slowly in general, and with more jiain to

the mothei’.

If we cannot push up the head, and permit the fluid

to come down, we had better ru2iture the membranes.
Under chloroform there is no difficulty, as a rule, in

pushing uji the head.

(8.) Too Early Discharge of the Amniotic Liquor

retards labour in the same way as non-formation of

the bag. It may get jirematm-ely evacuated, owing to

weakness of the membranes, or rupture during exa-

mination, &c.,—a lesson for us to be cautious in our

exjiloration.
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CHAPTER XXL

CLASS II. UNNATURAL LABOUR.—ORDER II.

POWERLESS LABOUR.

264. The laboiu’ is retarded in the second stage

owing to weakness or absence of the pains, due to

feebleness of constitution or of the uterus, mental
emotion, &c. Delicate females, with their first children,

especially if the first stage has been unduly extended,

are liable to a break down of the uterine powers. W

e

have seen several of such cases, and where it was im-

possible, bythe usual means, to recall the jiains. Emotion
opei’ates most markedly in some instances. The pains

will leave some females at once on the entrance of a

strange doctor. We have more than one patient whose
pains are suspended by our own ju’esence, and where,

did we not remain in an adjoining room, the uterine con-

tractions might remain in abeyance altogether. If the

student meets \\nth a sensitive female like this, he
should leave the room until tlie labour is about to be
completed, that is, after making out that the presenta-

tion is all right.

Pv,heumatism of the uterus may prevent the proper
contraction of the muscular fibres, and lead to power-
less labour. But most cases will deepen into this, if

assistance is too long delayed
;

but, as we shall see

when speaking of treatment, wo now interfere at an
earlier period.

265. Symptoms.—The second .stage may go on for

a good many hours—ten or twelve, or more—without
the development of any untoward symptoms

;
but

gradually the pains begin to lose strength
;
they recur

less frequently, and are less regular in their advent.
From liaving recurred every few minutes, they may
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remain away for an hour or even longer. The woman
becomes restless, and tosses about from place to place

; y
the skin grows hot, and the pulse increases in frequency |

very much, going as high as 120 to 140. Rigors of

a severe description and vomiting of bile also occur. t

The tongue gets dry and coated with fur, and sordes *

may accumulate on the teeth. The vagina and os
i

become hot and tender, and a glairy and dark discharge ;i

takes the place of the natural secretion of those parts.
'

The mind becomes haunted alternately by dread and
despondency, terror and gloom. There may be j^ain ,|

over the bladder, from the impossibility of emptying
|

it, owing to the jiressure of the head of the child. If T

delivery is not effected, these symptoms may be much
aggravated. The pulse becomes more feeble, as well

j

as rapid; the abdomen grows tender; the vomited
matter may be like coffee-gi'ounds

;
clammy persjiira- ^

tion covers the skin, and a low delirium sets in, and |

jiroves the harbinger of death. In such cases, the way
|

is paved for sloughing of parts and painful disorders, I

such as vesico-vaginal fistula. T

2C6. Treatment.— The foregoing train of ugly
j|

symptoms is rarely witnessed now, unless it may be i#

in sequestered parts of the country, where skilled

assistance is to be obtained but tardily, or, in the
j

hands of gentlemen of a sadly conservative structure

of mind, who swear blindly by the apothegm, “ a
|

meddlesome midwifery is bad.” The number of these
j|

is happily now much smaller
;
and good will it be for t

both mothers and children when,- like the mastodon,

they become extinct altogether. The doctrine of these ^

excellent destructive conservatives is well embodied in 1

the following sentence b}’’ Dr Collins. “ Let it be ,S

carefully recollected,” says he, “ that so long as the I

head aclvances eA^er so slowly, the patient’s pulse con-

tinues good, the abdomen free of pain or pressure, and ^
no obstruction to the removal of the urine exists, inter-

ference should not be attempted, unless the child be >’
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dead.” Dr Murphy, m the second edition of his work,

expresses similar views. He says that, “ when the head

is passmg through the cavity of the pelvis, interference

with the forceps is not called for, because of the time

occupied, but rather because of the special conditions

of the case. The time occupied in a labour is, seipso, no
justification of instruments.” (“ Mkhvifery,” j). 280).

A protracted labour, then (in the second stage), accord-

ing to these authorities, is just a call for the exercise of

the vu'tue of forbearance
;
the treatment is patience,

and not the forccj)s, as a rule. The instrument steps

in only when ^lathological conditions are set u]i liy the

prolongation of the labour, in melancholy oblivion of

the aphorism, “ prevention is better than cure.”

267. We firmly believe that this ultra-timid system
has led to a deal of mischief in its too protracted day.

Countless children have been lost through it
;
and in-

numerable mothers rendered a burden to themselves

and to friends. From it have sprung vesico-vaginal

ca.ses beyond number. It is curious how gentlemen,

when they knew that rocks and icebergs were ahead
;

that serious symjkoms (we should rather say patho-

logical states), were as sure to arise as to-morrow’s

sun, did not dream of preventing these by a more
early assistance of the natural powers. What could

have been the reason, what the explanation of their

cruel procrastination 1 They must have viewed the for-

ceps as a dangerous thing
;
that is their only and poor

justification. If they did so, a film was on their eyes,

or they were amaurotic
;

else would they have seen

that the forceps was no destructive monster, but a

harmless thing,—jioor ])arturicnt woman’s best friend

in the hour of suffering, and wdien strength is small.

Happily we know better at the present day
j
there is

a rapidly gi'owing band sworn to the doctrine of timely

inteiwention, aiid the representatives of an injurious

system of delay melt rapidly away, “ like the snow-
flake in the river.” ’Tis good and wisely ordered that
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such a transformation of opinion should have come
about; for modern woman, in the crowded cities, at

least, and encircled with the belongings of an advanced
but somewhat spurious civilisation, is far less able than
her gi-andmother was to bear the tender mercies of the

non-intervention school.

268. Among those who strongly advocate the plan

of early interference in the second stage, we name with
pleasure Dr James Hardie, of Manchester. There is

an excellent paper by him on this subject in the “ Ed.

Med. Journ.” for Dec., 1866. Dr H. employs the for-

cej)s about once in every 3-^ cases. We warmly
recommend the young doctor to pei'use his paper.

Prior to this, my friend, Dr S. Lawrence, of Montrose,

in a very able report of 1000 midwifery cases, published

in the “ Ed. Med. Journ.,” February and March, 1863,

recommended, as a conservative measure, a more
frequent and early instrumental intervention. My
friend, Dr R. Dickson, Carnoustie, who has seen a large

amount of midwifery, writes to me to say that he uses

the force2is about once in every 4 cases, and he rarely

has a bad result either to mother or child. When he

commenced practice, nearly 20 years ago, being some-

what manacled by musty traditionary rules, he used

the forceps very seldom
;
but now he is emancipated

from the old system, and uses them, as above stated,

Avith the happiest results. Dr Hamilton, of Falkirk,

has also recommended the more frequent employment
of the forceps in these cases, and shown the advantages

accruing therefrom.

269. We are not to let the second stage of labour go

on indefinitely, then; we are not to wait for hot vagina,

tender abdomen, rigors, vomiting, fever, jactitation,

delirium, a bruised and pulpy condition of the soft parts,

exhaustion, (fee., (fee., before interfering. No, we antici-

pate these, or, we should rather say, avert them.

How long should we allow the Second Stage to proceed

loithout interference 1—Dr Hardie, in the excellent
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papex' to which we have I'efeiTecl, puts the very perti-

nent question, “ AVhy allow any case to go on for the

space of even one hour after the hrst stage is completed'?”

AYe cei-tainly emphatically re-echo, Whyl AYe do not

see any useful object subserved by delaying longei-.

If the natural powers fail in expelling the child aftei-

an hour’s trial in the second stage, there is some defect

which requu’os remedying. If the defect is such that

ergot is unsuitable or inadequate, tlien the “ steel

tingei's” must step hi. AYe ai’e convhiced that emphy-
sema has been frequently initiated—nay, that cardiac

and head affections have been set up, as well as

aggravated when previously existing—by the severe

voluntary efforts of an unassisted second stage. The
vectis is recommended by some autlioi’s, but it is no
favourite of ours. You cannot employ it without using

the maternal parts as a fulcrum, and thus, in all like-

lihood, bruising them. Of coui’se, in cases where the

forceps could not be applied, and version were imprac-

ticable, we would be obliged to resort to pei'foration.

Althougli, under the care of a imictitioner imbued
with the more modern views, bad results are likely to

occur rai’ely, we may yet say a sentence as to the

treatment of these. If the parts from delay and
impaction have suffered contusion, syi-inge them fre-

quently with tepid watei-, and if the discharge is

offensive, add Condy or cai’bolic acid. Abdominal
tenderness should be allayed by poultices, by an opiate

internally, and by the rectum
;

and, of coui'se, if

motro-yxeritonitis were tlireatened, we would increase

the opium largely, with the addition of some calomel,

and also leech the abdomen. AYere pelvic abscess to

supervene, it would have to be met by the means
detailed further on in this Ixook, when treating of that

affection. It ought only to be in outlandish districts

—

shut out from modern light and propei- assistance

—

that this train of sequelce, as a rule, should be found.

Q
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CHAPTER XXII.

CLASS II. UNNATURAL LABOUR. ORDER III.

OBSTRUCTED LABOUR.

270. The labour is checked by mechanical obstacles

in the passages connected with the soft parts, the

obstruction delaying the second stage, and inducing

the symptoms of powerless labour.

Some of these obstacles also interfere somewhat with
the pi’ogress of the first stage. The causes are numer-
ous, and are as follows :

—

•

1. Preternatural smallness, or absence, or obstruc-

tion of the os.

2. Malignant disease of the uterus.

3. Contracted or undilatable vagina.

4. Pelvic tumour-s.

5. Enlarged ovaries.

G. Vaginal cystocele.

7. Stone in bladder.

8. Vaginal hernia.

9. Prolapse of rectum.

10. Scybala, or fajces in i-ectum.

11. Swelling of soft parts.

12. Uni'uptured and imperforate hymen.

13. Rigidity of perineum.

14. Tumefaction of labia.

(1.) Small or Occluded Os.—There may be congeni-

tal contraction of the os, or its narrowed and imper-

forate state may be due to disease. The cicatrices of

previous lacerations may also lead to its contraction.

Cases are reported where there was no os at all.

Labour may be much retarded by contracted os,

and symptoms of powerless labour set in. In other
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cases it may yield to vigorous pains before much time

has elapsed. As in rigid os, laceration, or even sepai'a-

tion of the part might occur.

Treatment .—If the uterine pains are insufficient to

overcome the contraction or agglutination of the os

•within a reasonable time—that is, before bad symp-
toms are set up—then we must interfere. Some of

the relaxant methods noticed under rigid os may be

first tried, and during a jiain the finger may be pressed

against the contracted part. If these fail in inducing

expansion, incision must be resorted to, as in ex-

tremely rigid os.

271. (2.) Cancer of Uterus.—The induration re-

sulting from cancerous deposit presents a baiT’ier fre-

quently to the descent of the child. Sometimes the

os yields without much difficulty to the force of the

pains; at other times much resistance is presented,

and recourse must be had to incision. Or in some
cases we may try version or the forceps before using

the knife or scissors, which operative intei-ference may
hasten the woman’s certainly approaching end. I have
incised in one case where the rigidity was so great

tliat neither version nor the forceps were practicable.

Labour was facilitated by the procedure, and the fatal

termination was not apparently hastened.

(3.) Narrowing of Vaginal Canal.—Contraction

and induration of the vagina may be due to previous in-

flammation, suppviration, or laceration, or a congenital

defect. In some females, married when 40 to 45
yeara old, much trouble is occasioned. I have been
consulted by several where the vagina was so narrow
that proper connection could not be effected until the

cartilaginous hardness was softened down by bougies

or tents, or cut through with a bistoury. When con-

nection is completed, and conception takes place, much
opposition may bo ofl'ered to the progress of the labour.

Steaming and application of lard may help dilatation

;

but in some cases it may be necessary to incise the
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strictures with the knife. The tight bands should be
cautiously cUvided, and the utmost care taken not to

plunge the knife into adjoining parts. It is only if

the head utterly fails to dilate the vagina, and the
symptoms of jiowerless labour are threatened, that we
would think of resorting to incision.

272. (4.) Pelvic Tumours.—Various growths, fatty,

hbrous, or malignant, in different parts of the pelvis,

may hinder the progress of labour. If small, the pro-

gress of labour may be but little delayed
;
but if largei-,

and incompressible, they are likely to prove a serious

bar. (See fig. 17.)

The trealment, that is, wlien we find that labour is

seriously interfered with, will depend on the site and
nature of the growth. It may be a movable one, and
cajiable of being pushed up beyond the brim of the

pelvis. If situated pretty liigh, we will have a better

chance of thus putting it for tlie time out of the way.

The free administration of chloroform enables us to do

tills all the better. If we succeed in jilacing it above
the brim, its mamtenance there will be facilitated by
placing the female on her elbows and knees (as in

Thomas’s postural treatment for jirolapsed funis), until

the head of the foetus is engaged in the pelvis.

Some of the tumours contain fluid, and may be

evacuated by trocar and canula. Others ai’e too solid

to be thus lessened. In some instances, the tumour
itself may be removed. The head has forced down
and separated a polypus

;
and in others the latter has

been removed by the scissors. Cauliflower excrescences

have been removed also
;
but the one or two cases of

this growth I have seen were so soft as not to be a

serious impediment at all. When these growths are

such, in respect of consistence, site, and charactei’, that

they can neither be comjiressed, evacuated, incised, nor

pushed out of the way, we may be comjielled to

operate on the infant. The forcejis may in some cases

succeed, in others version. In others, again, wm may
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have to perform the melancholy duty of [lerforation.

In some extreme cases the passages were so com-
pletely blocked by tumour that the Caesarian section

had to be undertaken. Where these cases have been

left to the natural powers alone, they have often

turned out fatal
;
partly by leading to exhaustion, and

partly by the bruising to which the tumours havi;

been subjected dui’ing labour.

273. (5.) Ovarian Tumours. — Usually ovarian

growths are carried up l:)y the uterus into the abdo-

Fig. 17.

minal cavity
;

but sometimes, by contracting adhc
sions, they remain pelvic, and impede labour. Some-
times, if rapidly formed, a cyst will fall down into the
recto-vaginal septum, and bo felt through the posterior

vaginal wall, where, also, the entire ovary may gravi
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tate. An ovary has thus prolapsed during labour.

There are two ways in which ovarian enlargement

may hinder labour—(1.) By altering the long axis of

the uterus, and (2.) by obstructing the passages. The
treatment is shaped a good deal in the same way as in

the case of the growths previously noticed. They may
be pushed out of the way in some cases

;
in others the

cyst may be opened by trocar
;
while some, again, may

demand forceps, version, or cephalotripsy. Dr W. S.

Playfair has written an interesting paper on this sub-

ject. He jioints out that where craniotomy was had
recourse to, one-half of the cases terminated fatally,

lie warmly recommends puncture
;
and doubtless this

is the most conservative plan. We should try to

elevate the tumour first
;
then, if we fail, we may

puncture. If the tumour is not thereby reduced,

then we must either turn, or use the forceps or the

jierforator, as before said. We do not see how per-

foration should have been so fatal. If it is carefully

done, there should be less risk in a case of tliis kind

than with the forceps, because we thereby reduce the

bulk of the child, and thus are less likely to bruise

the tumour. We agree with Dr Barnes, that in such

cases it is best to induce joremature labour. We be-

lieve that this, on the whole, would be the most con-

servative method, as regards both mother and child,

although there are no statistics to show it.

274. (6.) Vaginal Cystocele.—Pressure by the head

of the foetus on the fundus of the bladder may cause it

to prolapse, especially if the anterior wall of the vagina

be relapsed
;
but such cases hapjfily are rare. There

is a good deal of pain in the direction of the pubis

—

down-dragging sensation, and almost constant desire

to pass water, and inability to do so voluntarily, though

some may escape on the recurrence of each pain. The

finger will detect a fiuctuating tumour occupying the

anterior part of the pelvic cavity, and covering, to

some extent, the fmtal head. We can push our finger
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up beliincl the tumour, but not in front. This tumour
lias been mistaken for the bag of waters, and even for

a hydrocephalic head, and in both cases i^unctured.

These were gi’eat blundei’S, and ai'e beacons to warn.

No pelvic tumour in this locality should be punctured

until the catheter has been introduced into the bladder,

and the water drawn off. A tumour of this kind is a

source of more evil than the retardation of labour, for

there is some risk of the bladder being ruptured.

The treatment consists in the early introduction of a

catheter so soon as a fluctuating tumour is detected.

A long elastic one may be used, and it should be

pointed do^vnwards and backwards. We should also

endeavour to elevate the presenting part during tlu^

interval of a pain, when catheterism may be facilitated.

If we do not succeed in emptj’^ing the bladder, and the

labour is rendered impossible owing to the tumour, we
may have to tap the bladder through the vagina.

This is a serious step, and before thinking of it Ave

must make out, both by our own, and, if po.ssible,

another man’s light, that it is imperatively demanded.
Distended bladder, without pi’olapsus, is often an

occasion of retardation. Tlie catheter should be intro-

duced, and the bladder emptied.

275. (7.) Stone in Bladder.—Vesical calculi large

enough to impede labour are rarely met with. Several

cases are reported where vaginal lithotomy was per-

formed
;
others where the contusion led to sloughing,

and vesico-vaginal fistula. There is no resource left

but vaginal lithotomy if the labour be rendered impos-
sible, unless the calculus might be ]nished tip above
the brim, and out of tlie tvay of the descending head.

(8.) Vaginal Hernia.—A loop of bowel may fall

down between the vagina and rectum, and impede
labour, if impacted with hard faeces. I have met with
this in two cases, but labour was but little retarded in

either. We may bo able to rejtlace tlie gut, and allow
the head to come down before it

;
at otlier times we
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may have to use the forceps, but there is some risk of

injuring the bowel.

(9.) Prolapse of Rectum.—The rectum may prolapse

(rectocele), and impede labour, but rarely to any con-

siderable extent, unless much imjjacted.

(10.) Scybala, or Faeces in Rectum.—This rectal

collection, which is by no means a credit to the wearer,

may prove an obstacle to the descent of the head, but
it is happily not dihicult to get rid of by injection, or

scoop, if necessary. The removal of this tumour is

not a very agreeable task
;
but if the nurse cannot

extii'iiiite it, the doctor had better do so, than lose

hours of valuable time. When I encounter a swelling

of this nature, I administer to the woman both warn-
ing and rebuke. Some authors say it is less common
among the higher ranks, but sometimes j^bysic is

.abhorred by tliose in good station as strongly as by
those in humbler spheres.

27G. (11.) Swelling of Soft Parts.—A general

.swelling of the soft parts of the pelvis may be occa-

sioned by a protracted detention of the head of the

child, causing an impediment to the circulation. As
it is an evil likely to grow wmrse the longer delivery

is delayed, we had better resoi’t to the forceps, if the

head is making but very little progress.

(12.) Unruptured Hymen.—Conception may take

place although the opening is very small. If this

condition of the hymen retards labour—if it does not

yield to the pressure of the head—an incision will have

to be made. A small one will suffice, and the jieri-

neum should be well supported at the same time, to

prevent extension of the cut.

(13.) Rigidity of Perineum.—This condition charac-

terises primijiarse chiefly, and is sometimes associated

with very unyielding coccygeal and sacro-sciatic liga-

ments. When tliis state of matters exists, we have

difficulty in getting the exploring fingers up to the os,

and the vagina seems to encomiiass them lilce a band of
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leather. If the parts do not witliiii reasonable time

soften and dilate, we may try steaming, lard, and pei--

haps antimony or chloi'oform.

277. We have seen good done by morphia sujiposi-

tories. Pessaries of lard, wax, and palm-oil, with a

little belladonna, help somewhat. The chloroform is

undoubtedly of gi-eat value here, because it relaxes the

perineal muscles. AVe have got more benefit from it

in this rigidity than in indui-ated os, where, however,

as before noticed, it does good in many cases. The
modern practitioner is a much happiei' man (or ought

to be) in presence of this rigidity than his ancestors,

for by means of his ansesthetics he drives the indura-

tion away.

There is one caution to be given in such cases—that

is, not to be applying the vis a tenjo in the shape of

ergot or strong stimulation. AA^e do not want tremen-

dous pains in rigid pei'ineum, for fear of extensive

laceration. Distension must pi'ccede strong propulsion.

AVe have seen ergot in such a case occasion a tear back
to the sphmcter ani. Instead, then, of increasing the

pains, one’s duty is to watch the perineum, iiiid support
it carefully. Hamilton, in some of these cases, held it

until he was exhausted as greatly almost as he was in

some cases of craniotomy, where he afterwards had to

be carried home in his sedan chair. If we could, foi-

love or money, get a lady doctor to settle down at this

business of holdmg the perineum intelligently, and
with automatic regularity and steadiness, it would be
an unmitigated blessing.

(14.) Tumefaction of Labia.—This condition may
be due to infiltration of serum, or sanguineous engorge-
ment, arising from impeded circulation. If it threatens

to hinder the exit of the head seriously, it must bo
opened. If there is much bleeding, it may be arrested

by perchloride of iron or com[)rcssion.
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CHAPTER XXIII.

CLASS II. UNNATURAL LABOUR.—ORDER IV.

DEFORMED PELVIS.

278. Laliour is obstructed in the second stage by
pelvic deformity, and rendered impossible without aid,

or even impracticable by the natural way. The symp-
toms are those of powerless labour.

The mo.st serious instances of this order are those

where the brim is contracted, or where osseous tumours
are developed on the sacrum. Oblique distortions

especially interfere sei’iously as a rule, and render

jierforation necessary. We must just judge each case

on its own merits. Some may be delivered by the

forceps, others may require craniotomy, while graver

cases occur in which it is impracticable to deliver even
a mutilated foetus, and whei'e the abdominal incision

must be resorted to.

In some instances, a living child may come through

a somewhat seriously contracted pelvis, owing to its

being small, and the cranial bones not very well

ossified
;
therefore, deformity per se will not infallibly

necessitate extreme measures. There are few expe-

rienced practitioners who have not known of instances

where craniotomy has been performed, and yet where,

on a future occasion, a living child has passed through

the saiue pelvis safely, and without even the use of the

forceps.

Pelvic Diameters through which a Living Child of

average size may pass.—There is a good deal of con-

trariety among obstetricians with respect to this point.

Some say that a living child at the full time cannot

jiass through a smaller (antero-iiosterior) diameter than

3 inches, while others go half-an-inch higher and
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lower: 3 to 3J inches would appear to be the limit, and
under this craniotomy. Even witli a small conjugate

diameter like this there will be no little delay, and
necessity for the foi’ceps.

279. Diameter through which a Foetus may be

Extracted Piecemeal.—Thei-e is the same discrepancy

here in regard to the smallest diameter through Avhich

the broken-up foetus can be drawn. All we can say is

this, that there are cases reported where the mangled
fcetus has been dragged through a conjugate of 1^
inches. But, then, is it safe to do this? We think

not. The general opinion would seem to be that jjer-

foration is demanded where the antero-posteiior is

oinder 2^ to 3 inches, and the Ca3sai'ian section when
it is under 1|- inches. These operations we shall de-

scribe further on.

Symptoms in Obstructed Labour .
—The symptoms

were .said to be those of powerless labour, previously

described; but there are some differences to be noticed.

The head does not get down into tlie j)elvis, and may
jam the uterus against the brim; or, if it does so for a
certain way, it may crush it against the hard part of a

tumour, and thus inflammation and sloushina:, or even
rupture of the uterus, may bo occasioned. Tlie vagina
may be contused also, and inflammation and sloughing
ensue, leading, perhaps, to an opening into the bladder
or rectum. It is such cases, when allowed to "o on,

that furnish those painful affections, such as vesico-

vaginal flstula, which, happily, liowever, are no longer
a source of opprobrium to the doctoi'.

The child may suffer also from tlie conijiression of its

head, the cranial bones may bo fractured, and slougli-

ing of the scalp may set in. It is amoot-jioint whether
the foundation of future cerebral disease, leading, it may
be, to mental defects, is not laid by this compression of
the foetal head.

Treatment of Obstructed iMbour .
—Wo m\;st judge

each case, as before said, on its own merits. If tlie
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obstruction is not great, version, or the forceps, may
suffice; and the former will enable us to bring a child

through a somewhat narrower brim than if the force
2
is

are used. If it is serious, craniotomy (or cejihalotrijisy,

to those who jirefer it), or the Ciesarian section, may be
necessitated.

Tliere will likely be much care and attention re-

quired in the after-treatment.

CHAPTER XXIV.

OBSTETRIC OPERATIONS.— I. VERSION, OR TURNING.

280. This is the oj)eration by Avhich one jiresenta-

tion is changed for another more suitable one
;
and it

has been known since the time of Hijiiiocrates. Turn-
ing is a term also aj^iilied by some to the correction of

mal-positions, but not with strict ^n’Ojiriety.

It is an ojieration by which we are enabled in many
cases to save both mother and child, the force^is being

imjiracticable, and the only otlier alternative being

craniotomy. As we have said elsewhere, the forceps

is one of the most invaluable discoveries ever made in

comiection with our art, but yet it is doubtful whether

its achievements have been greater than those which

the hand, soft as the maternal jiarts, is capable of

effecting. Pare, who taught us its great value (since

that time the limits of its utility and power have been

much extended), certainly merits the jiraise awarded to

the greater obstetric lights; and as the great and

widely-lamented Simjison’s name is recalled to us when
we administer chloroform, so may we think of Pai’c as

we go in quest of a foot, and in bringing it successfully

down, mayhaj), save the lives of both mother and

child.
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Some statistics are given showing the value of the

operation, bnt we know none that are satisfactory.

One reason is, that we are not all agreed as to the con-

ditions demanding it; some, for example, recommend-
ing it in cases of contracted brim, others nsing the

forceps instead. Another reason is, that the condition

recpiiring it in many cases killed the jiatient, and there-

fore the oiieration conld not fitly be blamed.

281. From the statistics given by Dr Chnrchill, in

his admirable book, it wonld appear that the operation

was fatal to the mother in the proportion of 1 in 14,

and to the child in the ratio of 1 in 3. This wonld
indicate it to be a rather serious operation (and, indeed,

anthers usually represent it as such)
;
bnt if Ave reflect

that, as before said, the complication or condition re-

cpiiring the operation had, in many cases, to do more,

or altogethei', Avith the fatal result, AA*e Avill not aucav it

as so veiy grav’c. Our oAvn experience, iioav, in this

operation, not A'ery small, leads ns to this conclusion;

and Ave subjoin a table in order to sIioav the results in

the cases Avhich Ave have had to deal Avith :

—

Cause of Operation.
Iso. of
( 'ases.

Mother
Died.

Children

Died.

Placenta praiA ia, 8 2

TransA'erse presentations, 19 1
“)

Convulsions, 3 1

Contracted pelvic l)rim, 38 3

Prolapse of funis, 3 ...

This table shows hardly 2 per cent, of deaths in

the case of the mother, and only 1 in 7 as regards
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the child. In some of the cases there was flooding,

and in others a tetanic uterus to deal with, and no
little difficulty alike in getting the hand up and the
child delivered. The single death was a case of arm
presentation, and the woman was subjected to much
rough usage before we arrived. She succumbed to

inflammation and sloughing. A report of it will be
found in the “ Lancet,” 1870.

282. It is usual to divide version into two orders,

podalic and cephalic. Let us notice the podalic first.

rodalic Version .—This is usually the best method
in placenta prievia, in transverse jiresentations or cross-

births generally, in convulsions, in prolapse of the

cord, in ruptured uterus, and it might also be had
recourse to in cases of sudden death of the mother
during labour, instead of incising the abdomen. It is

a strongly controverted jioint whether or not, in cases

of pelvic deformity, especially contracted brim, version

should not be tried instead of the long forceps, or even
craniotomy. This was recommended by Quid, Burton,

Denman, and others; and it was strongly urged by the

late Sii- James Simpson. Dr Keiller also, a gentle-

man of vast practical experience, is in favour of it.

We have probably substituted turning for the long

forceps as often as most men of our years, and are

happy to say, with most gratifying success. We have
now on several occasions succeeded in delivering by
turning in such cases, where the high forceps opera-

tion completely failed, and where perforation was the

only other alternative. Some of these cases we have

reported: see “ Edin. Med. Journ.” for March, 1867.

The gi'oimds for commending it are as follows :—(1.)

The bi-mastoid diameter is at least half-an-inch less

than the bi-jiarietal, and, in turning, it is the bi-mastoid

which engages the pelvis first. (2.) The head is not

so compressible under the uterine expulsive force as it

is under the traction we emjiloy in turning. When
the vertex does not enter the pelvis easily, the head
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is bulged out, and its bi-parietal diameter is increased;

but when, as in turning, the bi-mastoid diameter enters

first, the bi-parietal, under the traction we apply,

does not widen out, but becomes compressed. Bodies

can sometimes be more readily dra-svn through an
opening, or canal, than pushed tlu'ough it. (3.) The
bi-temporal diameter is about half-an-inch less than the

bi-parietal. In vertex jiresentations the chin lies on

I the sternum, and therefore the vertex and the bi-parie-

I tal part of the head enters the brim first—that is, with

the larger diameter (the bi-parietal) ojiposed to the

I

antero-posterior. In turning, on the contrary, the

chin is extended, and the bi-parietal diameter enters

the widest part of the pelvis. (4.) Version may be at-

i tempted at an earlier period than embryotomy, as a rul e

;

I and thus we may spare the woman the risks of delay.

H The cases suitable for this line of treatment are

where the conjugate diameter is about 3 inches.

Drawbacks.—(1.) We are apt to lose children in turn-

ing from compi’ession of cord, or over-extension of neck
;

but the formei’, at least, as we shall notice in describ-

ing the method of operating, may be in part avoided.

(2.) The traction required may be so great as to con-

tuse the maternal parts seriously. (3.) We may mis-

calculate the diameters of the pelvis, and, after using

Ij
strong traction, fail, and have to perforate after all.

j! We have had to perforate after turning (in a case

I

we saw, with Dr Furley, a short time ago), but that is

the only one out ofmany, and the mother recovered well.

Despite these disadvantages, we are inclined to join

I the other great men in recommending it, believing that
li the good, in well-selected cases, we are able to get from

I it will outweigh any little evil that may attach to it.

283. Method of Operating in Podalic Version.—
Place the patient on the left-lateral position, with the

I. nates at the edge of the bed, and the knees drawn up
c towards the abdomen. Make the nm’se elevate the

} right leg a little
;

or, if you have no reliable nurse,
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place a cushion below it, and some distance from the

vulva. Bare the whole arm, the coat being taken olf,

to prevent fatigne or compression of the muscles of the

arm, and introduce the hand, cone-shaped, and the

back of it well besmeared with lard, wth a gi-adual

and gentle movement, into the vagina. On reaching

Fig. 18 .

the os, introduce the hand, with a slow, semi-rotatory

movement, in the absence of a “ pain,” not pausing,

unless the os is rigid, until the whole hand is within the

uterus (fig. 18). The stimulus of the hand may exite the

uterine contractions, and its progress be thus resisted

;

but chloroform obviates this very much (it is better
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to have the female well anoestheti.secI), and hxvours the
relaxation of the os uteri. If the membranes are im-
ruptured, we make the hand ascend as f;ir as possible
without breaking them, as this preserves the liquor
amnii better, a medium of vast service in this oj)era-
tion. Sii- James Simpson was wont to object to this

Fig. 19.

niptunng of the bag high u]), on the ground that W(>might lacerate the lalge of the i)lacmita. With all

W Tr
' to the great departed, we have always thoughbat this was a very feeble objection. We can isce •

tain tolerably well where the placenta is implanted'en iKJore o] .orating, and thus easily avoid it.^ Whcii
R
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we know wliere tlie maelstrom is, we can avoid being
engulpbed. We have i-uptured very often bigh up,

and never so much as scratched the placenta. When
we laipture the membranes, our hand comes into con-

tact with the foetus, and during the onset of a pain Ave

should lay it flat on the child. If we have not previ-

ously known the position of the infant—whether ab-

domino-anterior or dorso-anterior—we must seek for

its abdomen, where we will be sure to And a foot.

Sii' James Simpson, Dr Radford, and others, say that

we may be eontent Avith one leg, the furthest off one
being preferable. Well, if there is not much room to

Avork, Ave may bo satisfled Avith one (the furthest off one)

;

but if Ave can clutch tAvo, it is very much pi-eferable so

to do. We say this advisedly, after trying both plans

pretty extensively. With one leg oiJy, you Avill not,

as a rule, effect version so readily as Avith tAVO.

284. Those Avho recommend one only, do so on the

ground that, when the other thigh is up, it dilates the

passages more, and thus renders mjurious compression

of tlie funis less likely. But this Avill hardly com-
pensate for the gr-eater difficulty in turning

;
and we

may obAuate this compression by draAAnng the child

cautiously doAvn, and relieving the cord as we do so.

The ascent of the head may be helped by the external

right hand, as also the descent of the breech. There

is another plan we have adopted to facilitate the re-

volution of the child—viz., to push the head up Avith

the thumb of the internal hand as we draw the feet

doAvn A\dth the fingers. We cannot do much in this

Avay (the fingers of the same hand exertmg force in

opposite dh’ections), but a little helps. If a second

foot cannot be obtained Avithout much difficulty, we
may be content with one

;
but bear in mind that

turning cannot be so easily accomplished AAdth one.

A piece of tape around the foetal ankle is useful in

extreme cases, Avhere the uteims contracts very strongly.

It enables us the more easily to bring doAAUi the breech
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and promote revolution. When the In-eocia is in the
very slight traction, assist-

wl ^
fl -r

liurrj-ing deliveryWhen the umbilicus appears, a fold of the cord should
l>e drawn dmvn, so as to lu-event stretching or crush-

As these vessels are sjiiral, stretch-
ing of its vessels.

Ky. 20.

same ,v„y
i?*’"

tte ...cl, of u,o ,1k Sc

“

placed in the most sn;n i i

^

through the brim TTpI 'V
its transit

° '^nm. Help hrst one and then the other
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arm down across the chest. The face of the child may
be helped into the hollow of the sacrum, by placing

the left hand on the abdomen and the right hand on
the back. (See fig. 21.) Turn the najie of the neck
up under the symphysis pubis as the head is jiassing

the perineum, and direct the back towards the mens

Fig. 21.

veneris. Aid can be rendered in the delivery of the

head, when requii’ed, by hooking a finger into the

mouth (see fig. 22), introduced either by the vagina or

the rectum. Tlie di’amng down of the head, to avoid

compression of the cord, should not lie unduly delayed.
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In all cases we sliould see to it that the hand iis

clean, the nails shortened, and, in regard to the woman,
that her Idadder aird rectum are previously evacuated.

285. The Hand to be employed.—A few remarks
under this head may not he amiss. Some recommend
the right, others the left. We .strongly ajjprove of the

Fig. 22.

left hand in most cases, believing that version can be

more easily accomplished by it. In the ordinary posi-

tion in which the woman is placed, the left hand can
be introduced more readily, for the following reasons :

—(1.) The knuckles of the left hand adapt themselves
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better to the cavity of the saciaim. (2.) Tlie left II

hand and fore-arm form a curve more easily and ^

naturally than the right, in correspondence with the
|

passages. (3.) On using the right hand, the knuckles
|

impinge against the pubis, and the hand and fore-arm w

cannot ascend backwards and upwards in the clh-ection

of the brim without bending the wrist back in an im-

natural and restrained degree. (4.) In using the left,

the right is set free to render important external aid.

(5.) The left hand is frecpiently rather smaller than
the right, a thing of great im])ortance in difficult cases. ,F

In some cases, Avhere the child is lying in the 1

abdomino-anterior position, we may succeed better L

with the right hand. Especially is this the case where I

there is not plenty of liquor amnii. I

The r)iore Difficult Cases of Version .—When there |
is abundance of liquor amnii, and in multqiarous cases, 4

with a roomy pelvis, version is a simple matter
;
but if

where the fluid has been long drained away, and the I

pai'ts have become dry and hot, Avhere perhaps, also, I

the uterus is tetanically contracted, the case is one of it:

difficulty. Occasionally, indeed, in presence of such a

circumstances, we vnll be baffled
;
or if Ave attempt it, J

Ave nm the risk of lacerating the parts—of rupturing I

the uterus itself. In those extreme cases a paramount
1

1

pre-requisite is thorough amesthesia. This relaxes the
:

;

spasm, and may enable the hand gradually to ascend
1

1

and clutch a foot. If chloroform fads, a grain of f1

tartarated antimony may be tried before handing the
1

1

'

infant over to the perforator, and the woman to the > 1

1

dangers of craniotomy. We have seen antimony in-
j

^

duce the most surprising relaxation in some of these ' i <

cases.
li

i

286. Combined External and Internal Version
; ; i

the Bi-polar, or Hicks’ Method.—Dr Braxton Hicks s

has originated a novel and very useful mode of version, j

a full account of which Avill be found in his monograph f

on the subject (“ On Combined External and Internal i
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Version,” 1804). The doctor’s jilan is as follows:

—

Take a case of podalic version, the head presenting.

Well, by a finger or two of the left hand, yon push up
first the head, then the shoulder

j
while simultaneously,

with your right haud externally ai)plied, you bear

down the bi'eech. You may thus be able to hook the

knee or a foot with a finger or two, and bring them
down. The uterus aids the work, especially when the

foetus lies at an angle to the long axis of the womb, in

consequence of the well known bias which it has to

bring the long axis of the child in correspondence with,

or parallel to, its own. We have noticeJ this operation

at length in an article, published in the “ Edin. Med.
Journ.” for Nov. 1869. The advantages of this plan

are as follows:— (1.) You are spared the necessity of

introducing the hand within the utems, a plan which
might be fraught wfith risk, in the way of laceration,

infiammation, or septic poisoning. (2.) You may be
able to turn in some cases of placenta prievia where the

os is too rigid to admit the entire hand. (3.) In con-

vulsions (where turning is frequently the Ijest plan), it

is of gi’eat importance to accomplish delivery with as

little peripheral irritation as possible, and Hicks’method
implies a smaller amount of handling of the jiarturient

canal than the other. (4.) In cases of co-arctation of

the pelvic brtm, where version is preferred to the
forceps, we ai’e enabled to turn at an earlier period, as

we do not roqume the os to be much dilated
;

and
thus delivery may be effected before the “ waters” are

drained away, and uterine spasm sots in, and ere the

woman becomes exhausted. (5.) In some cases of

extreme depression, arising fi-om loss of Ifiood, exhaust-

ing discharges, or protracted ill-health, the patient may
be spared tlic shock of introducing the hand, where it

may be needful to turn.

Difficulties and Risks of the Method.—(1.) It is

difficult of ])erformancc, if not impossible, wlien the
liquor amnii has been evacuated, and the uterus is



248 PRINCIPLES AND PRACTICE OF MIDWIFERY.

contracting strongly. Still nnder cliloroform the

breech may be depressed a little fronr withont. (2.)

Excess of liquor amnii impedes (though not so much as

its absence), by rendeiing the foetus too mobile, and
preventmg us from bearing on it so well. (3.) The
actions of the abdommal muscles, and the contortions

of the female, hinder, but not so much under chloro-

fonn. (4.) Thickness of uterine and abdominal walls

is an ob.stacle. If the woman has a deal of adipose

tissue anteriorly, no little difficulty will be experienced

in discovering and bearing on the breech.

Risks .—These are not great. We might set up
metritis by the external pressure, and we might con-

\'ei’t a head presentation into a transverse one.

287. Cephalic Version, or Version by the Head.

—

This Avas the method employed ui the earlier times of

ob.stetric science, podalic version not being practised

until the sixteenth centuiy. Among the ancients, the

doctrine was strongly held, and proiierly so, that the

head was the natural jiresentation
;
and, accordingly,

Hippocrates, and others, recommended that, when any
other part presented, it should be made to recede, so

that the head might be brought doAvn. This method
of turning fell into desuetude, but was reAuved by
Flamant, of Strasburg in 1795.

It is only Avarrantable

—

(1.) When the head is not

far removed from the brim. This is pouited out by
Van SAvieten in his “ Comment.,” vol. xiv. p. 14. (2.)

When the pelvis is roomy. (3.) When the foetus is

mobile
;

that is to say, the liquor amnii should not

have escaped long, nor the uterus have begun to clasp

the foetus firmly.

This mode, under favourable conditions, may be

adopted in a shoulder presentation.

Method ofFerfarming Cephalic Version .—To substi-

tute the head for the shoulder, Ave must push up the

latter, then grasp the head, and biing it doAvn to the

brim. With the external hand the uterus is to be
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steadied, and, by means of it, we may also elevate the

pelvic extremity of the fmtus towards the middle line.

Dr Wright, of Cincinnati, who has written an excellent

paper on this subject, says that we may succeed well

by applying the fingere to the top of the shoulders, and

the thumb to the axilla, or to such a part as will give

us lateral force
;

and then, with the external hand,

pressure is made so as to dislodge the breech, and cause

it to ascend towards the middle line. The head is thus,

witliout dii’ect force being applied to it, brought to the

brim. In all cases, we must ascertain beforehand the

tme position of the head.

288. Turning by External Manipulation Alone.

—

ToWigand (“ Wigand undGumfrecht’sHamburg Mag.,”

1807), is due the credit of pointing out most fully the

amount that may be achieved by external manijiulation

alone
;
that is, where the lirpior amnii is present.

However, it was chiefly cejihalic version that he effected

in this manner. The subject has been handled alily

also by Martin, of Jena, and by Dr A. Mattei
;
and

nimierous Geianan obstetricians of eminence, such as

Scanzoni, Naegele, Busch, Kilian, and Arneth, have
mitten in approval of it. Dr Mattei {“ Essai sur

rAccouchement Physiologique,” p. 185) has given it the

most strenuous support, and pointed out that it is

suitable not only for transverse, Init likewise for breech
cases. He says tliat the breecli may be carried up
to the fundus, and the head brought to the brim by
external manipulation. The able Corsican is, peiliaps,

like his fellow-counti-yman, Gamlietta, of a I’ather san-

guine turn; and, in his zeal for an operation in which
he himself has been pretty successful, has become
blinded to some of its difficulties and ilsks. Of course,

the operation is done in such cases befoi’c labour has
set in

;
the mal-presentation being made out by auscul-

tation, palpation, and the vaginal touch
;

but who
can tell but that the foetus may rectify its position, if

not interfered witli, as undoubtedly sometimes happensi
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Another objection to it is the risk of exciting uterine

action j^rematurely. Tliirdly, we object to altering

a breech presentation, because it usually does well.

Fourtlily, We may fail in altering the presentation, and
mayhap, by manipulating the uterus, set up metritis.

Never, therefore, attempt to change a nates presentation.

The recommendation to turn during the latter months
of pregnancy, and before labour lias been spontaneously

initiated, is a somewhat doubtful proceeding.

289. How to Turn by External Manipulation.

—

The female is placed on her back, and then, with one
hand, continuous pressure downwards is made on that

part of the fcetus lying nearest the os, Avhile, \vith

the other hand, the other part of the body is elevated.

Then gentle, yet steady, force is begun in the inteiwal of

a ( pain, and continued till it has commenced
;
but

during its acme the uterus is supported by both hands,

and aided in completing the version. It is further

recommended that, when the is going on, the

patient should be placed on the side corresponding to

that part which we wish to present. A cushion may
be placed between the hand and the abdomen to avoid

injury to the utems, <kc. After the cessation of the

pain, the woman is again placed on her back. When
we have got the part doivn which we desire should pre-

sent, it is as well to rupture the bag of waters, and thus

allow the uterus to gi’asp the fcetus better, and so pre-

vent it from retui’ning to its mal-position.

290. Dangers to the Mother from the operation of

Turning.—These we shall detail, but, at the same time,

may state that we have seen very little in the way of

bad result in our own practice. If great care be taken,

amesthetising the woman well, and not forcing the hand

recklessly into the uterus (or, in Hicks’ method, not

using too much external force), seeing also that the

hands are clean, and the nails jiared, and that the

rectum and bladder are evacuated, we may lessen the

attendant evils. If we also begin the operation at as
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early a period of the laboiu- as
2
iossible, it will conduce

to safety and success. The dangers are—To the mother

:

(1.) Risk of lacerating jiarts, or ru^kuring uteins.

(2.) Inflammation from iiTitation, &c., of the ojieration.

(3.) Puei’jieral fever, or jfldebitis, from the same. (4.)

Serious, if not fatal, nervous shock. To the child they

are
: (1.) Death from compression of the cord (that is,

in podalic version), and consequent intermjition of cir-

culation. (2.) Death from ovei’-extension of the neck.

(3.) Dislocation of spine or thighs. (4.) Laceration, or

even separation of limbs (see a case rejiorted by us in
“ Lancet,” 1870). (5.) Conqu’ession of the head.

We have, hapiiily, as regards the mother, seen few
of those evils in our own practice.

After-Treatment .—If the case have been a jiretty

difficult one, the woman may have IThxxx. Liq. Moiqfli.

Hyd. She should be kept quiet, and if abdominal ten-

derness or pain were setting in, we Avould rejieat the

opiate, substituting for the morphia a grain of Pu. Opii.

A counter-ii-ritant, such as turpentine over the abdo-
men, or hot poultices, ought also to be applied.

CHAPTER XXV.

INSTRUMENTS EMPLOYED IN LABOUR.

291. (2.) The Vectis, or Lever.—Tins instrument
was probably invented l>y Roonhuysen, and communi-
cated by him to Dr Chaniberlen the elder. It is a
single blade, curved and fenestrated. It is cnqfloyed as a
lever, and as a tractor. As a tractor we will get very
little good from it, for when we begin to use moderate
force it invariably slips. It can never, therefore, com-
pete with the forceps, or be a substitute for this instru-

ment. Asa lever we cannot make much use of it either.
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for, as we Lave to make a fulcrum of tke maternal
parts, these may be seriously contused, and slough after-

wards. There are some mal-positions of the head that

may be coiTected with it, such as when the occiput is

extended backwards, and where we may alter it to a
vertex presentation. On the whole, we are of opinion,

that were it left entii’ely out of the obstetric bag, the

practitioner would rarely, if ever, have cause to rue it.

In the Dublin Lying-in Institution, under the skilled

mastership of Dr Collins, the vectus was used only three

times in upwards of 10,000 cases.

(3.) The Fillet.—This is an instrument made with

ribbon or whalebone, aljout an inch wide, and 1 2 inches

long, and used for tractile iiurposes. It may be em-
ployed (1.) where there is much delay in the delivery

of the shoulders, the instrament being placed under the

axilla
; (2.) iir breech cases where traction is needed.

Here we make it encircle the groin.

292. (4.) The Blunt Hook.—This is also employed
as a tractor, and often with considerable benefit. With
it we may aid the descent of the breech or shoulders,

or, in some cases, the knees. It may be also fixed in

the orbit, or foramen magnum, in cases of craniotomy.

Method of Employing it .—Warm and grease the

instmment
;
introduce the hand to the part of the fmtus

where we wish to apply the hook, and make the latter

then glide cautiously along the palm. The instrument

may be withdrawn if necessary when the part is at the

vulva.

(5.) The Forceps.— Now we arrive at an instru-

ment which it is imjiossible to laud too highly, or ade-

quately to estimate the good which it has achieved.

Before its invention, there was nothing to assist the

expulsive uterine force in the way of traction, save by

a hook, that lacerated and injured the child, and we

cannot but believe that an incalculable number of

infants perished, wliich the forceps, had they been in

existence, would have saved.
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Tlie great invention i.s due to Dr Paul Cluunberlen,

the date being about 1647. Since that period count-

less instruments have been introduced,

their various authors believing that 23.

they had achieved improvements on
those of their neighbom-s

;
but, in many

cases, judging from the production, the

time might have been more profitably

occupied. There are two kinds, the

long and short
;
but sometimes, as in

the case of SirJames Simpson’s, (fig. 23,)

one pail’ is adapted both for high and
low operations. This may be termed
either the long-short, or the short-long,

instrument. It is a useful pair of for

ceps, but somewhat heavy.

293. Short Forceps.—Tliese are em-
ployed only when the head is well down
in the cavity of the pelvis, or on the

perineum. 1'hcir average length is

aboiit 12 inche.s, S of which go to the

blade. Some Iiave a second curve

added, the convexity to coirespond with the sacral

cavity, and the concavity to the symphysis pubis, but
this is oidy of advantage in long-force})s cases, where
the blades travei’sc the axis of the brim as well as of

the outlet. Theii- greatest width, when locked, is al)out

3 inches, and the distance between the extremities of

the blades is about an inch. The opening, or fenestra,

in each blade is aljout 3 inches long, and 1 wide, and
its object is to contribute to the lightness of the

in.stmment, and take off some pressure from the
fcetal head. It also adds less to the size of the
child’s head. The forceps invented by the late Dr
Ziegler (a gentleman of much acumen and great

obstetric skill) are about the simplest as regards
application agoing. My friend. Dr Cap] )ie, originated
a jiair, where the handle unscrews, and may be thus
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shortened. These are easily applicable, without bring-

ing the woman to the edge of the bed, a matter of

trouble often.

The Long Forceps.—This instrument is an inch or

two longer in the handle, of rather greater strength,

and possesses more lever power. It is applicable to

those cases where the head has not descended below
the brim.

294. Statistics of Delivery by Forceps.—Among
British practitioners the forceps were used about 1 in

249 cases, according to Dr Churchill.

In Germany, 1 in 106 cases.

In France, 1 in 140 cases.

Mortality to mother. British, 1 mother died in 21^.

France and Gei-many, 1 in 34.

Mortality to infant : Great Britain, 1 in 4| ;
Conti-

nent, 1 in 5|.

Different results are obtained when we take an
individual practice, or a particular institution. For
example, in the Edinb. Maternity Hospital they were
employed only in the ratio of 1 in 472

;
and there was

only one maternal death in 1 34. Inthe London Maternity
the projiortion of forceps-cases was about the same, and
the deaths even fewer. It would be a veiy great mis-

take, indeed, to imagine that these statistics even

approximate to a correct index of the practice and
results of the present time, either in tins country or on

the Continent (at least in Geimany). As we noticed,

when speaking of powerless labour, an opinion has been

developing gradually that the mortality, both maternal

and foetal, characterising the past, has been to a large

extent owing to the habit of looking on the forceps as

a somewhat unsafe instmment, and, in consequence,

trusting too long to the natural powers. This gro^vth

of wholesome opinion is widespread
;
and there is now

a large school who advocate the earlier assistance of the

natiu’al powers, as a measure calculated to diminish

greatly the mortality of mothers and children. We
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Lave not the shadow of a doubt that, if proper statistics

coiild be had, they would show that the forceps are a

very harmless tiling in experienced hands. AVe know
many practitioners who have employed them scores of

times without a bad result. A better or more striking

illustration of theii’ safety could hardly be given than

that furnished by Dr G. Hamilton, of Falkirk. He
delivered about 700 children alive successively with

the forceps. AA"e may rest assured, then, that as the

plan of an earlier interference in the second stage ivaxes,

so ivill mortality wane.

295. Function, Aims, and Advantages of the

Forceps.—The forceps has the power of seizing and
compressing the foetal head, and is a lever and extractoi-.

It is used to supply the want of utei'uie action, or to

supplement it, and to aveid from the mother the dangers

of a protracted laboui’, and, in many cases, the necessity

for the graver ojjeration of embryotomy. Thus, also,

we are enabled to give the infant a chance of being

saved. Xo other instrument can rival it as regards

these objects.

Drawbacks and Disks of the Forceps . — There is

frequently a difficulty in applying them, and getting

them to lock (that is, in the liigh operation), owing to

the want of room, the position of the head, or, as we
have seen in one or two instances, tight bands on the

internal surface of the uterus, duo to local spasm. AVe
may lacerate the os, or even the body of the uterus.

If the head be jammed, and a good deal of force is

requhred, they may lose hohl, and i-equii-e re-introduc-

tion. Tlie compression of the child’s head may destroy

it, or if not, it may lay the seeds of cerebral disorder,

leading to idiocy, paralysis, &c.

29G. Conditions Demanding the Dse of the Forceps.

—It is very important to appreciate aright the cii’cum-

!
stances neces.sitating the employment of the forceps.

!
It is an instrument with which we may readily inflict

1

injury, and we will be careful not to employ it unless
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we are fairly and fully warranted in doing so. Some
authors, by way of warning to juniors, pourtray a black

list of forcejjs evils—vesico-vaginal fistula, paralysis of

bladder, constant dribbling of urine, recto-vaginal fistula,

<fec. Well, undoubtedly such bad residts may be pro-

duced by the forceps
;
but they are more frecpiently

owing to the want of them. Nearly all these cases are

imported from outlandish districts, where women have
to rely on women unskilled—where male adepts are

with clifiiculty to be had—and where, in consequence,

the labour has gone on for days, to the serious contu-

sion of the soft parts. With the forceps tuneously and
skilfully applied, we need rarely have a slough leading

to a hole from the vagina to the bladder, or an aperture

into the former from the rectum. The great thing is,

then, not to employ the forceps when they are not

requu-ed, and not to delay applying them when they

are really needed. When are they required ? When
we find that the imi)ediment cannot be overcome by
the powei's of natime, the uterme contractions, and the

voluntary or respiratory efforts : where these natural

powers ai’e awanting or feeble, and cannot be roused by

ergot, &c., and where, of course, we are of opinion that

the head can be brought down without tremendous

force, calculated to bruise seriously the maternal jiarts,

or crush injuriously the foetal head. Sometimes we get

the forceps locked in cases where the head has not

cleared the pelvis, and find, after all, that it is im})os-

sible to drag it through. In such instances the head

has to be lessened. There are other instances, too,

where the forceps ought to be employed, viz., where the

labour goes on slowly in the second stage
;
makes a little

progi'ess, but tardy, the head not getting jammed, but

tlie female becoming exhausted, as we have before

noticed.

297. Other cases demanding the forceps (unless we
elect version) are complications, such as haemorrhage, .

hernia, convulsions,,and prolapse of the funis. We will I
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not judge altogether by time when the forceps are to be

used. The views of Denman, hlei-riman, and others,

that “ the forceps should not be applied until the ear

of the child has been \vithin reach of the operatoi'’s

finirer for at least six hours,” are now m course of entire

explosion. If we were to wait on and abide by this

rule always, we would inflict mucli injury in many
cases. What of exhaustion setting in, or haimorrhage,

or convulsions'? The recommendation that an ear should

first be felt need not be adhered to : there are no better

guides for the application of the instrument than the

sutures and fontanel les of the cranium. We will just

enumerate again the cases suitable foi’ the forceps.

Cases suitable for Forceps.

1. An average-sked pelvis, with the head of the

cliild above average size.

2. Moderately-contracted pelvis.

3. Uterine inertia, inca]aible of being roused by
ergot, by stimulants, or galvanism, etc.

4. Complications, such as exhaustion, flooding, con-

vulsions, prolapse of funis, hernia, rupture of

the uterus, asphyxia, (fee.

5. The advent, during labour, of any conditions,

calculated to endanger the mother or child.

G. AVlien the natural powers do not expel the child

within an hour or two after the full dilatation

of the os.

In several of these cases we may with much
success elect version in preference to the

forceps.

298. Method of applying the Forceps, Rules to be
observed, &c.—When we have decided to apply the

forceps, we should mention it to the woman, and obtain

her consent. The instrument should not be surrep-

titiously used. Few females will object when they arc

made aware, in a kind, but firm and unhesitating

s
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manner, that it is essential to their own safety and
that of the child. If they do so, we must be firm, and
carry out our purpose. After placing the blades in a
\ ase of warm water, you amesthetise the woman, and
lay her across the bed, the nates being close to the edge,

and the body in the usual left-lateral position. If your
forceps has the upper blade shortened, you can manage
without cb-awing her to the edge. Draw the knees up
towards the abdomen, and make the nurse elevate the

right leg. It is understood that the rectum and bladder

are not distended, and, above all, that the os uteri is

well dilated. Gi-ease the blades of the instrument on
i-emoving them from the water, carry three or four

fingers gently into the vagina, and guide the blade

along their palmar surface until it enters the uterus.

With these fingers you guide it so that it does not get

behind the os, if that is not thoroughly one with the

vagina, but into the uterus. Of course, where the head

has escaped from the uterus, there is little fear of this.

The insti’ument should not be j^assed duiing a pain

;

and we must keep in mind the pelvic axes, the curve

—

passing the instiaiment first in the dii-ection of the

outlet, then in that of the brim. As regards the blade

to be applied fii-st, it is usually the lower one, or that

Avith the lock looking forward. When this blade has

been well introduced, and its shank resting against

the perineum, the nurse should steady it until the

upper blade is applied precisely opposite the first.

When this is done, both are to be bi'ought together,

and locked. Little or no force should be used in

locking them—rather remove the blades, and I’e-adjust

them.

299. As regards the direction in which the blades

must be applied, this will depend on the jiosition of

the head. They must always be in the transverse

diameter of the foetal head—that is, in one or other of

the oblique diameters of the pelvis. In using curved

instruments, see that the convexity corresponds with
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the concavity of the sacrum. If care is not exercLsecl,

we may pinch the vagina, or tear the perineum. It

is sometimes necessary to tie the handles of the forceps

together, the better to prevent them from slipping.

In reference to the direction of the tractile force, this

will depend on the jiosition of the head. When it lies

high, as in a long forceps case, we })ull first in the

direction of the inlet, or dowiiAvards and backwards,

then doAvnAvards and forAvards. The pull should not

be a strong, steady one, b\it intermittent, and Avhen it

can be done, in aid of, and along Avith, the natural

efforts. Move the combined handles in a circular

direction, and not either purely vertically or laterally.

If we meet AAdth a case Avhere much tractile force is

necessary, Ave may relieve the compression of the head
occasionally by separating the handles. We often

derive useful information of the progress the head is

making by introducing a finger or tAvo of the left hand,

Avhile ])ulling Avith the right. In this manner Ave are

enabled to regulate l)etter the amount of tractile force

required. AVhen the head is doAvn on the perineum,

we may remoA’e the blades in many cases, and alloAv

the natural efforts to comj)lete the delivery, thus avert-

ing any chance of tearing the ^lerineum Avith the blades

at least. But in a case of inertia or exhaustion, or

indeed, any serioiis complication, this Avould be a
culpable piece of delay. In remoAung the blades, do it

cautiously, draAving the loAver toAvards the left, and the

upper toAvards tlie right thigh.

300. The Long Forceps— (Fig. 24.)—There is a

difference of opinion in regard to the best position in

which to apply this instniment. Its application is

easiest in the oblifpie diameter of the pelvis
;
but in

grasping the head in its longitudinal diaraetei’, Ave

increase to some extent the transverse, and thus we
may have difficulty in delivering, seeing that it is the
diameter of the pelvis Avhich corresponds to this trans-

verse of the fmtal head (viz., the antero-jAosterior),
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wliicli is contracted, and, in fact, compels us to use the
long instrument. If we wish to compress the head a
good deal, we will succeed best by applying the instru-

ment antero-posteriorly. The late Sir James Simpson
strongly urged the oblique diameter as the right and
best position.

Short Forceps—(Fig. 25.)—These may be applied

in any of the diameters of the pelvis, but the oblique

is the best. If we cannot ajiply them laterally, as

hapjiens in some cases, the iqiper blade may be intro-
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duced under the arcli of tlie pubis, and then changed

to the oblique j^osition.

Fig. 25 .

Afler-managernent ofForceps cases .
—

If tlie 0])eration has demanded a good

deal of force, an o])iatc may be given.

Hometimes catheterism is required for

a day or two. We look after the soft

])arts, and judge of tlicir condition by
tlie temperature and discharge. If

slightly contused, a little simple oint-

ment or warm-water injection will soothe. If inflam-

Ficf. 26.
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matory symptoms set in, they must be met as before

indicated.

Sir James Simpson invented a tractor, consisting

of a cup of vulcanised india-mbber, to which an air-

exhausting syringe is attached. The cup is applied

over the child’s head, and the aii’ being then exliausted,

great force can be employed. The difficulty is in get-

ting it applied close enough to the foetal head. We fear

it is not a very practicable instiTiment. (See fig. 26.)

CHAPTER XXVI.

OBSTETRIC OPERATIONS. VI. CRANIOTOMY, EMBRYOTOMY,
CEPHALOTOMY.

301. We have hithei-to spoken of operative interfer-

ence undertaken to j^resei've the safety, or the lives of

the parent and child, but now we arrive at an ojieration

which involves the destmction of the latter. It is a

serious proceeding, and one not lightly to be under-

taken—not, in fact, to be thought of without the sanc-

tion and co-operation of the best
2
n‘ofessional skill that

can be obtained. The ojieration was 23erformed in

the times of Hip
2
iocrates. The

2
irocedure consists in

making an opening by the
2
ierforator into the head of

the child, and then extracting by means of the crotchet,

by the blunt hook, or the ce23halotribe.

There are many who view the operation as unjustifi-

able, nay, immoral, when the child is living, and they

maintain that we ought to 2
)erform Cajsarian section

instead. We have not S
2
")ace to discuss this im

2
iortant

question at length, but refer the student to the learned

work of Churchill, where it is fully and ably treated.

Those who oppose craniotomy argue
2
dausibly that

human life is not at the disposal of any but Almighty

God, and that for the obstetrician to sacrifice it is to
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commit the sin of murder. The question is one on
which our own mind is not entirely made up; although

in saying this we are condemning ourselves, for Ave

have unfortunately had to perform the operation fre-

quently. There are other alternatives to this sad

operation, such as the induction of premature labour

and the Cajsarian section. The former we believe

most firmly it is our duty to press upon the mother
wheneA^ei’ Ave liaA'c discovered that her pelvis Avill not

permit of the delivery of a living child at the full

time; and Ave never fail to impress her Avith the neces-

sity of her being prematurely deliAmred in such cases.

The other operation has iisually, in this countiy at

least, been almost universally fatal to the mother

;

and though Ave might saA^e the child by its performance
in some cases, Ave are almost sure to sacrifice the more
precious life, that of the jiarent. Some avIio adopt the

A'iew that Ave are not justified in killing the child,

recommend Avaiting until it is dead
;
but in addition

to its being difficult to tell Avhen life has fied in many
cases, by this delay we are compromising the Avoman’s

safety. Denman remarked that, in adopting this opera-

tion, Ave Avere only folloAving the ])lan of nature, avIio

in these cases commonly kills the child before the

parent
;
that is to say, Avhen labour is alloAved to go

on in instances of distortion, for days it may be, the

infant succumbs first.

302. Statistics.— The operation is pei'formcd in

Britain in the proportion of 1 in every 350 cases
;
in

Germany, 1 in 1400; in France and Italy, 1 in 5G0.

Mortality to Mother .
—In 371 cases there Avere G9

deaths, or 1 in 5f. This is a much greater mortality

than in the case of version or the force[)S, and must
be OAA'ing to the fact that in numerous instances the

labour had been alloAved to go on for a long time
before perforation Avas resorted to. There are indi-

vidual practices Avhere the mortality has been con-

siderably less. We have operated eight times, and all
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the motliers recovered. Dr R. Lee had only four

maternal deaths in 80 cases. Dr Churchill performed

the operation on 20 occasions without a single death.

Instruments .—The instruments required are just

the perforator or scissors (figs. 27 and 28), the crochet

Tig. 27. Fig. 28. Fig. 29.

or sharp hook (fig. 29), craniotomy forceps (figs. 30

and 31), and blunt hook (fig. 32). There are various

other instruments fitted to render useful help at times,
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such as the cranio-clasp (fig. 33), and the osteotomist

(Davis), for crushing bone (fig. 34).

In some cases the head will come do^Yn after per-

foration wdthout any help beyond the natural powers,

or the fingers simply. But in such cases there could

Fig. 31. Fig. 32.

be no extreme di.stortion
;
and probably, in some of

these, the dexterous use of the long forceps would have
succeeded.

303. When is Craniotomy necessary?—Speaking
generally, we say that this melancholy operation is
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necessary when it is found that it is impossible for a

living child to be expelled naturally, or by means of

version or the forceps
;
where the labour, if permitted

to go on unaided, would terminate in the death of

both mother and child.

The diameter rendering the operation inevitable has

been variously fixed. Baudelocque thought the crotchet

impracticable with a brim (aiitero-posterior) of If in.
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others, such as Dr Davis, say that we may succeed

eveu with an inch. Dr Cluu’chill says he would not

have recourse to it unless he had a conjugate of fully

2 iirches. We think the doctor is right, and for this

reason : We are performing the operation for the pre-

servation of the mother, but what are her chances with

a conjugate of only an inch 1 What dangers does she

not rmdergo during the forcible dragging of a muti-

lated child through such a contracted pelvis ! What
risks of contusion and laceration, and consequent in-

flammation—if indeed the shock, and perhaps loss of

blood, does not carry her off soon after the delivery is

accomplished. In not a few of those extreme cases

death took place a few houi’s afterwards. We shoidd

say, then, tliat 2 inches is little enough, and that

under that it would be better to undertake the

Cffisarian operation, with its prospect of a living

child, and also (though, it must be confessed, a very
.small one) of a living mother.

304. Particular Cases in which the Operation may
have to be resorted to.

1. If we were aware that the child was dead, or

hydrocephalic, or the labour very tedious.

2. In cases of ruptured uteru.s, or convulsions, if

we found it impracticable to deliver by the

forceps or by version.

3. After turning, and yet failing by a warrantable
amount of traction to get the head through
the pelvis. Sometimes the head has been
severed in these cases by the strong traction.

4. In cases where flooding is [irofuse, and threatening

to destroy the woman, yet wliere, either from
pelvic distortion or an unconquerable rigidity

of the os uteri, neither the I'orccps nor turn-

ing are practicable.

5. In malignant disease of the os and cervix,

rendering the forceps and turning impo.s-

siblc.
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6. In tumours of the uterus or pelvis, and in

ovarian disease; also encroaching upon the

pelvis, where the forceps or version are in-

effectual, where tapping is unsuccessful, and
where it is impossible to push the tumour
above the brim.

7. Where an arm descends with the head, and
where version is inapplicable from want of

room.

8. In cases of exhaustion, whether due to flooding

or to the labour having been allowed, for

want of proper skill, to go on for an un-
justifiable period

;
and where, the forceps

being impracticable, the woman cannot bear

the shock of turning.

9. In footling, or in pelvic presentations, where
the head has become severed from the trunk
during traction. Several cases of this kind

are reported. (See one by Dr Keiller, which
occurred in the practice of Mr Pridie, re-

ported and figured in the “ Trans, of the Ed.

Obstet. Soc.,” 1870.)

305. Method of Operating.—The patient is to be

placed in the same position as when the forceps are to be

applied, but the hips should be rather over the edge of

the bed. The rectum and bladder are to be evacuated,

if necessary. An assistant should place his hand over

the uterus, bearing it down a little, and steadying it.

In forceps-cases it is necessary to have the os uteri

dilated; but here, though more convenient, it is not

indispensable. We have had to perforate with the os

not much above the size of half-a-crown; and we fre-

quently find that it is slow in dilating in distortion

cases, owing to the head not getting down upon it.

Introduce two or three fingers of the left hand into the

vagina, and up to, and in contact with, the part we wish

to i>enetrate. (See figs. 35 and 36.) Then carry the
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pei-forator carefully along the palm, the lingers shield-ing It as far as possible, until the point touches the

Fig. 35.

S ^ perforator then firmly against the

t i V semi-rotatory motion, when it will soonbe found to enter. At the time we are j>ushiim in
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the point, the assistant should steady the utei’us and
foetus carefully. It is better to avoid going into a

suture, as the bones close in again when this is done.

We have never fovmd the cranial bones offer much

Fig. 3fi.

resistance. When the peidbrator has entered up to

the studs, the handles are then to be opened, so as to

extend the wound. Turn the instrument half round,

without withdrawing it, and then separate the blades
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as before, so as to make a crucial opening. We must,

while this is beiirg clone, take care not to injure the

uterus, or even the contiguous viscera, the rectum, or

bladder, when the cutting edges are directed antero-

posteriorly. When our aperture is thus made large

enough, the instrument is to be urged cautiously on

to the cranial base, and turned round and round so as

to break uj) and disorganize the brain. A free move-

ment of the instrument, esjDecially towards the base, is

necessary, because life may be maintained if the struc-

tures here are not well bi'oken up. In some instances,

after craniotomy has been performed, and part of the

brain removed, the child has breathed notwithstanding,

and even cried, after delivery, to the profound regret

and horror of the accoucheur. A case is reported in

the “ Med. Chirurg. Trans.,” vol. xii. p. 308, where a

child lived 4G hours, cried frecpiently, and jiassed faeces

and urine, despite the fact that the cerebrum was
broken down and 2 oz. of brain evacuated. In this

case it was found that the cerebellum and medulla
oblongata were uninjured.

306. Extraction after Perforation and Cerebral
Evacuation.—Various plans may be adopted to effect

delivery after perforation and the evacuation of brain

matter. Sometimes immense collapse of the bones
takes place, and the uterine pains suffice to expel the

child, aided, perhaps, or not, simply with one’s fingers;

but this is a result we need not look for in extreme
contraction. The other means are the craniotomy for-

ceps, the crotchet, the cephalotribe, the blunt hook,

the osteotomist, and version. As regards the cephalo-

tribe, we have devoted a chapter to it furiher on.

The crotchet is a very effectual instrument; but care

must be taken to get it well fixed, and that during

traction it does not slip suddenly, and tear the mater-

nal parts. We introduce it carefully, and fix it on the
internal part of the skull, wherever we can find a suf-

ficiently fii-m and resistant part. Opposite that part of
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the cranium where we fix it, and on the outside of the
cranium, we place a finger or two; and thus, if the
crotchet should, by the force exerted during traction,

cut through the bone, our fingers shield it, and avert
injury to maternal parts. Better the accoucheur to

suffer a little than the poor woman’s j>arts be lacerated.

Let the tractile force be slow, cautious, yet steady, and
downwards and backwards in the dii’ection of the axis

of the pelvic brim in the first instance. If the crotchet

should penetrate the bone, or lose its hold, we must
seek another and fii’mer paid, and pull in the same
steady way, without any jerking motion. There is a
caution to be kept in mind—viz., to shield the cranial

bones with the scalp during extraction, for we may
seriously lacerate the parts if any spicula3 are allowed

to protrude. Injury has been done by neglecting this

precaution.

307. If the head cannot be brought down in this

way, it will be necessary to break up the cranial bones,

and pick them away with the ci-aniotomy forceps.

Some use these forceps, also, as a tractde power. The
late Dr Zeigler invented an excellent pair for ex-

tractive purposes, the blades being grooved on the

inner surface. (See fig. 30.) They were employed
in the same way as the forceps, both blades being

placed on the outside of the cranium, instead of, as

in the other case, one blade inside, and the other

externally, and they kept a good hold in some cases,

and answered well. If the ingenious doctor had

carried his invention further, the laurels appertain-

ing to the iuvention of the cephalotribe might have

been his. The ordinary craniotomy forceps (fig. 37)

we have not found to hold so well as the crotchet.

If you exert only moderate extractive force, you

simply bring away a bit of bone, without mak-

ing the rest of the cranium advance. The blunt

hook is useful, where we want to employ stx’ong

tractile force. It may be fixed in the foramen
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magnum, or in one of the orbits. By it we may
obtain a hold when the upper part of the cranium has

been picked away. It is useful, also, for steadying the

head in those unfortunate cases where it has been left

behind the tnink, in addition to the i)ressure exerted

Fig. 37.

by an assistant over the abdomen. The ostcotoraist

is adapted for breaking up the bones at the base of the
cranium in difEciilt cases. And here let us observe
that it is the base that gives us the greatest trouble in
extreme distoidion, and renders tlie work slow, tedious,

T
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and difficult. That embryotomy has often been a tecb-

ous and cbfficult task in the past is well known and
amply attested. Smellie got worn out and stifi’ of limb
at it, and had to rest and resume the labour. Dr
Hamilton has spent mimy hours at it, resting a bit,

and beginning again, until he got so exliausted that he
had to be carried home in his sedan chair. Denman
has laboured at it with energy for hours, conquering its

difficulties only when he himself was physically over-

come. And that experienced veteran. Dr Robert Lee,

has perspired at it like a mariner in a storm. But
although craniotomy in the past has thus been a work
of great difficulty and labour, the modern operation

need not be so operose. One reason is, that we have
now got suitable cephalotribes for crushing the base

;

and the other, that a very effectual plan has been
])omted out by Dr Hicks, Avhereby the broken cranium
may be more easily extracted.

308. Delivery of the Foetal Head, Face Foremost,
after the removal of the Calvaria.—Professor Burns,

from experiments Avhich he made, pointed out long ago

that the base of the skull, after the removal of the cal-

varia, could be ch’awn down more readily with the face

foremost than by any other method. Dr Osborn
thought he could abolish the Caesarian section by tilting

the base sideways, and drawing it thus down. Dr
Braxton Hicks agrees with the experienced Burns, and
suggests that in bringing down the face the chin shoidd

be made to point out anteriorly. He has tested his

jjlan m practice, and found it to ansAver Avell. His de-

ductions are as follow ;—If the evacuation of the brain

and the collapse of the cah^aria be canied to a great

degree, the facial presentation is the easiest method of

delivery, provided that the mento-bregmatic diameter

falls beneath the bi-zygomatic. And if the whole cal-

varia be removed, and the base only left, and then

Ave induce face presentation, taking care that the chin

as it descends points anteriorly, avc diminish to the
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very smallest amount, short of breaking it up, the o[>-

position of the head, leaving, in fact, only from 1 to 1

1

in. to oppose the antero-posterior of the brim. Dr
Hicks recommends that, where simple j:)erforation fails

to lead to the descent of the head—say, with 3 in. of

conjugate diameter—then we are to break up carefully

the bones of the calvaria, and remove a portion of

them; then (after enveloj^ing the rest in the scalp) to

induce face pi’esentation. (2.) When the conjugate

diameter Ls iinder 3 in., we are to remove the entire

calvaria, and then induce face presentation, seeing that

the chin is kept forwards. A small blunt hook fixed

in the orbit will enable us to carry out this plan. We
have no doubt whatever of the great utility, as well

as the practicable nature, of this method of Dr Hicks
(and Burns), and believe it will contribute to prevent

modern craniotomy from being the tedious business

that it was in days gone by, when the unlucky accou-

cheur was equally exhausted with his unfoidunatt*

patient. For our own part, however, we have a lean-

ing towards cephalotripsy, but shall not jtresume yet

to say that it is preferable to the plan of delivering by
the face. Dr Bames, in the 2nd Ed. of his masterly

work, “ Ob.stet. Operations,” p. 300, endorses the

method of Burns and Hicks, and deems it unjustifiable

to neglect the operation, or prefer Csesarian section

to it.
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CHAPTER XXVII.

OBSTETRIC OPERATIONS. VII. CEPHALOTRIPSY.

309. Cephalotripsy—The Embryotomy Forceps, or

Cephalotribe, or Head-Crusher.—In order to avoid

the delay, leading to exliaustion, and the risks from
laceration of the maternal parts by the crotchet, and by ‘

unprotected spiculag of bone, another instrument, the

cephalotribe, was invented. A. Baudelocque, jun., has

the credit of the invention, although it is alleged that

Assalini originated an instrument of this kind, and
which is described in a work published at Milan in

the early part of this century. Baudelocque’s instru-

ment (see fig. 41) was unnecessarily bulky and heavy,

and this, doubtless, led to its being viewed with dis-

trust, and the operation with disfavour at first, and for

a considerable time. Now, however, we have a num-
ber of lighter ones, and yet potent enough for the pm’-

pose; they multiply, as did the forceps, and overspread

the land. Among those which we deem suitable for

the purpose (and we speak from having both used and
seen employed one or other of them) are the instru-

ments of Scanzoni, Dr Kidd, of Dublin, Braun, of

Vienna, Dr Braxton Hicks, and the late Sir James
Simpson. We think it will be interesting to give a

table from Dr Kidd’s admirable pajier, showing thet

weight and measurements of these, and also Baude-

locque’s, by way of contrast. We give a cut of Scan-

zoni’s, Baudelocque’s, the Edinburgh light, and the

heavy French instrument.
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310. The only point in connection with Baude-
locque’s instrument which we think might be cojiied is

its length. Sir James Simpson’s we have seen fad to

grasp the base properly, but Dr Kidd and Dr Hicks
have made their instruments rather longer. All the

instruments have the inner surface ofthe blades grooved
or indented, in order to secure a better gi-asp. Dr
Kidd’s instrument has no pelvic curve. He thinks

that, in antero-posterior contraction, where it is desir-

able to turn the shortened diameter of the head into

the short diameter of the pelvis, the space through
which the head will have to rotate, when turned with

a straight instrument, will be considerably less than
when tiu’ncd with a curved one. He makes the lock

of the upper blade, instead of the lower, look forward,

which he thinks facilitates introduction. In this we
agree with him

;
but we are of opinion that the blades

should possess a moderate curve.

Advantages of Cephalotriiisy over the Crotchet .

—

Several years ago, we read a paper befoi’e the Obst.

Society of Edinb., contrasting the cephalotribe and the

crotchet, and we alluded to the former in the followdng

terms, to which we still adhere —
The principle of it is excellent

;
it has a twofold func-

tion
;

it both crushes and extracts
;

it is, so to speak,

forceps and blunt-hook and crotchet in one. While you
are crusliing you are also seizing a bull-dog hold for

the purpose of extraction—a hold of tenfold security as

compared with the craniotomy forceps, or any kind of

hook under the sun. The advantage here is, that you
may require only one introduction and one Avithdrawal,

and thus happily and mercifully escape the weary and

painful seizing and losing hold, pulling and picking,

and ceaseless twisting and tearing, until the exhaustion

of the operator is nearly equal to that of the hapless

and suffering patient. With it your work may be over,

and done well too, in the course of a very few minutes
—ten, fifteen, twenty. Moreover, its crirshing power
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is great, and herein lies one of its most favourable fea-

tures
;

for it breaks down swiftly the cranial bones,

including also the base, which latter is reduced with

difficulty by the other instruments even after the ex-

l)enditure of much time and skill and pains. Indeed,

if you survey the crushed heads in the obstetric

museums, you will find that, as a rule, the base has

escaped all the assaults of the craniotoniist, who, may-
hap, has bestowed hours on the work of reduction.

But a further advantage is that, by means of this

instniment, you reduce the bones without much, if

any, tearing of their coverings. The spicida, if there

are any, do not protmde, but are encased in the safe

! envelope of an almost unbroken scalp. Soft parts thus

escape the chance of injury, always dreaded under the

other system from sharp edges of bone during the

1

1

descent of the mangled head. Swiftnes.s, then, cha-

racterizes the cephalotribe in contradistinction to the

j

interminable delay of the crotchet—a delay the evils

I' of which are too well known to rerpime repetition—and
greater security and safety, directly and indirectly, so

far as the mother is concerned.

311. Cases suitable for the Operation.—These are

all cases of distortion, where we have been necessitated

to perforate, and also instances such as the following :

—

(1.) Without perforation, when the inferior extremities

i

and trunk have been expelled, aiid the forceps cannot
be applied to the head, which is above the brim—the

t child being dead. The pelvis should not be smaller

ll than the extreme craniotomy size, that is, from 1^ to

I 2 in. We can both seize it firmly with this instru-

t ment, reduce it a little in volume, and deliver without
t much delay. (2.) We may employ it to extract the

f head if it has been severed from the trunk, and remains
in the pelvis (see fig. 43, Dr Keiller’s and l\Ir Bridies’

r: case, “Trans. Ed. Obstet. Soc.,” 1870). (3.) To extract
1 the breech of a dead child when it is obstincted in the

> pelvis. (4.) To compress and deliver the .shoulder after
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Fig. 38.

Fig. 39.

The long -handled, [heavy French Short-handled and light Edin-
Cephalotribe— a modification of burgh Cephalotribe. Length
Baudelocque’s. Available length of of handle, /to g, 6 inches,

handle, /to g, is 10J inches.



CEPIIALOTRIPSY. 281

the delivery of the head, when other plans have ftiiled,

and where it is absolutely necessary to diminish the

bulk ofthe thorax. Our
Fig. 40. only other alternative

here would be sharp

instruments, with which
we might wound the

uterus. (5.) In pre-

sentation of the trunk,

when the thorax is so

placed in the pelvis that

the hand cannot be in-

troduced into the uterus

to perform turning.

The chest may be thus

crashed, and a way
of entrance made.

Method of Perform-
ance of the Operation.

—The bladder and
rectum must be cleared

out, and the os as

fully dilated as possible.

The head is to be well

fixed, and steadied at

the brim. Perforation

is the necessaiy pre-

amble of the operation,

as with the crotchet. It

does not abolish the

perforator. It is neces-

sary to say this, because

Scanzonrs Cephalotribe somc
_

have based au
objection to it on this

gi’ound (taking it for gi-anted that the cranium was not
previously opened), that though we diminished the

diameter of tlie fcetal head by this crushmg instrament
in one direction, we increase it in another, and there-
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fore, in high distortion cases, are no neaVer the

mark. The objection would have force if we did not

previously perforate, for Hersent has demonstrated, by
numerous experiments, that as we lessen one diameter

we augment another
;
but as the opening of the cranium

Fig. 41.

is the indispensable initiative, it falls to the ground

completely.

312. After perforating, we introduce the blades in

the same way as the forceps, taking care that we

advance them high enough to seize the base. To this

end the instrument must be kept well u]^ in the direc-
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tiou of the axis of the pelvic brim, the handles being
directed back towards the perineum. A^nien the blades

are locked, we sci’ew the handles together, and thus

Fig. 42.

Fig. 43.

crush the head of the child. Tiuction should then be
made, and if the head does not come down, it should
be rotated so as to bring its smallest diameter in rela-
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tion with that of the brim. In some cases of extreme
distortion it may be necessaiy to withdraw the instil-

ment, and re-apply it in another direction, thus cnisliing

the head repeatedly. Professor Pajot operates in this

way, with repeated crushings, and without tractUe

force. His plan is this (see “Archives Generates de
Med.,” Mai’ch, 1863) :—He introduces the instrument
after perforation, crushes the head, then withdi'aws,

and crushes again two or three times at a sitting. If

necessary, he repeats these crushings every third or

fourth hour. Tlie uterine contractions then suffice to <

expel the head. In some of these extreme cases the

shoulders and thorax give as much trouble
;

if so, they

are also to be crushed. Pajot says his method is suit-

able when the pelvis is not more than 27 millimetres,

or P06 English inches. He reports 7 cases of extreme

contraction, where, after crushing, all came away i

spontaneously, save one, which required slight traction.
|

One of them proved fatal.
I

We cannot say that we approve altogether of Pajot’s i

method. It would never do in a case where the labour
|

had gone on for a considerable time, and the woman
had become exhausted. In delaying it for hours,

crashing and stopping, and beginning again, we would
simply be sacrificing the woman’s life. In a case where

|

'

labour had not gone on long, such as where we detected t

the distortion only, or wei’e previously aware of it, we
might crush two or three times, if need be. ‘4

313. If we withdi’aw the instrument, and trust to
J

®

the natural powers to do the rest, we may have to re- i

|

introduce it under increased difficulties, for the passages

—the pelvic linings—will have a tendency to become ®

increasingly tumefied. The cephalotribe, then, is, as a

rale, to be employed both as a crusher and a tractor, ®

and it is this double function which in many instances

renders it so valuable. One of our great objections to

the crotchet and craniotomy forceps was the long period ^

required to deliver by them in extreme cases, such as ''
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from 3 to 0 hours
j
but with tliis iustrument, when we

use it as a tractor, the delivery is accomplished in 1 5 or

20 minutes. We have seen the late Sir James Simpson
do it in 15 minutes, and we have also done it as quickly.

We may state here that Dr Matthews Duncan has

written an able paper, in which he contrasts the Edin-

burgh instimment and the French one, or, as we might

sayq the short-handled and light, with the long-handled

and heavy cephalotribe, and he indicates a jux'ference

for the .stronger instrument. Dr Duncan liolds that

the cephalotribe is not a substitute for the crotchet

;

its primary intention is to crush. The lighter instru-

ments, he liolds, are not powerful enough to crusli rhe

base. They are too light, too flexible, and not long

enough in the handles to give the recjuisite compress-

ing power. Dr D. has not ventured on mere asser-

tion without grounds. He instituted expermients on
foetuses, and on dogs and other animals. These, of

course, demonstrated the greater power of the French
tool

;
but it appears to us that they did not show the

utter inefficiency of the short-handled Edinburgh (or

London and Edinburgh) instrument.

314. Dr Matthews Duncan is eminently entitled to

jiraise as a ruthless demolksher of all flimsy work
;
a

most painstaking and acute sifter of evidence, and dis-

coverer of facts
;
but we cannot agree 'iv'ith him in

viewing the lighter tool as little more than mere forceps

or crotchet, with tractile but not crushing power. Our
reason is a very good one, viz., that we have crushed the
base with it, and have seen others do the same. A good
many other accoucheurs have also succeeded with it. At
the same time, it must be borne in mind, that heads
differ as regards hardness. Some are pretty soft, others

prcternaturally indurated, as has been seen in those

cases where the point of the crotchet would hardly
catch, if at all. In these cases the bigger in.strument

would do more potential crushing woi-k, and therefore

prove more useful. As we cnlai'gc these instruments.
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j

however, we increase the difhculties of iiitrochiction. *

Dr Duncan’s instruineiit is a powerful one, and, we are
]

persuaded, would not fail to crush in the most thorough
manner the hardest head that was ever produced in his ,

own native county, which is proverbial alike for hard
;

'

and long heads. In Germany there are various instru-

ments employed, the preference being given to one
j j

more powerful than the Edinburgh tool, and less so ]
than tlie French. In South Germany, Scanzoui’s is a

j
good deal employed. In the North, Busch’s, a j’retty

powerful instrument—stronger than the Edinburgh ''

one—is used by many. Professor Braun’s is a light

one. In America, Dr Hodge’s, a somewhat powerful

one, is generally used.
^

315. Limits of Application of the Cephalotribe.

—

There will be great difficulty, even with the utmost

dexterity, in applying this instrument with a conjugate

of 1^ inches only. Pajot thinks that it may be used
|

i

where there is only P25" of antei’o-posterior diameter.
|

I

Grede assigns no limits, but says it may be em
2
doyed i

wherever we can get it to enter. Dr Braxton Hicks !
I

has used it where there was only If in.; and Dr Barnes a

has employed it successfully in a conjugate not exceed-
1

1

ing P50" (see “ Obstet. Ojierations,” 2nd ed., jx 302). jj.

He has come to the opinion that the o^iei’ation is quite <

jiracticable with a 2>elvis measuring an inch and a-half 'lit

of antero-^iosterior s^iace. In an extreme case like this, >

,
i

we would require a very strong instrument, and the tit

difficulty of the operation would be greater in conse- j

quence. t

The Barnes Method of Embryotomy .—Dr B. Barnes 4
has originated a new method of embiyotomy, adapted ^

to the most extreme cases of distorted pelvis, at least
K,

in the learned Doctor’s e.stimation. It is by means of a j

\vire-ecraseur. He first jierforates the head, then twists

off a portion of the parietal bones by tlie craniotomy f
forceps, so as to destroy the sphericity of the head.

(We quote from the 2nd ed. of the Doctor’s work, just \
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out.) By this means a smaller wire-loop is requii-ecl,

it keeps a better hold, and cuts through the base more
readily. The crotchet is next passed into the hole made
by the perforator, and held by an assistant, so as to

steady the head. A loop of strong steel wii-e is then

formed, large enough to encircle the head. The elasticity

of the wire permits of the loop being compressed by the

fingers, so as to make it narroAv enough to slip through

the cervix uteri and the chink of the pelvic brim. The
loop is thus guided over the crotchet to the right side

of the uterus, Avhere the face lies. The compression

being removed, the loop springs open, to form its original

ring, which is guided over the anterior part of the head.

The screw Ls then tightened. Instantly the wire is

buried in the scalp
;
and here is manifested a singulai-

advantage of this operation.

31G. The whole force of the necessary manccnvres is

expended on the foetus. In the ordinary modes of per-

forming embryotomy, as by the crotchet especially, and
II in a lesser degree by the craniotomy forceps and cepha-

lotribe, the mother’s soft parts are subjected to jrressure

and contusion. The child’s head, imperfectly reduced
in bulk, is forcibly dragged down upon the narrow
pelvis, the intervening soft parts being liable to be
bnrised, crushed, and even perforated. And this danger
obviously rising in proportion to the extent of the pelvic

contraction, together with the bulk of the instruments
used, deprive the mother, in all cases, of extreme con-

traction, of the benefit of embryotomy, leaving her only

the tenible prospect of the Cscsarian section. When
the anterior or posterior segment of the head is seized

1 in the wire-loop, a steady working of the screw cuts
1 through the head in a few minutes. The loose segment
‘ is then removed by the craniotomy forceps. “ In

extreme cases l)r B. removes another section of the
head, by re-applying the loop over the occipital cud of
it. The small portion of tlie head remaining after the
removal of the second section offers no obstacle, but,
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on the contrary, affords a useful hold for tractile pur-

poses. This remanent portion is seized by the crani-

otomy forceps, and the assistant holds this instrument
firmly, while the operator proceeds to deliver the ti-unk.

The assistant makes steady traction by the craniotomy
forceps, and to one side, so as to get a shoulder into the

brim. The operator then hooks the crotchet into the

axilla, draws it down, and with strong scissors ampu-
tates the arm at the shoulder. This proceeding is then
repeated on the other arm. Room is thus gained to

deal with the thorax. This is perforated
;
the ribs are

cut through in two directions; and the thorax and
abdomen are evicerated.

317. This operation of Dr Barnes’, then, consists of

a reduction of the head by a process pretty harmless as

regards the mother, and in a way calculated to diminish

its bulk (that is, after more than one application), to

an extent fitted to render descent by means of traction

more easy and less perilous. It possesses the merit of

ingenuity, with the demerits of being a Little operose

and difficult. It consumes a good deal of time—not a

light element in high distortion cases usually—and may
be impracticable in contracted outlet (with ischial

tuberosities preternaturally approximating, as in the

osteomalacian pelvis.) The Doctor himself has not

omitted to notice its drawbacks, and this is a feature

in an author which we admire. It is a twin-beauty

with another rare feature, vastly desiderated, viz., the

publication by the leading men of theii’ operative fail-

ures. A long succession of twins of this description

would be of unspeakable service to us. But to return,
,|

we believe that Dr Barnes, by this method, has in-

creased those resources, which enable us to avoid re-

sorting to that very sim
2
ile but also very fatal ojiera-

tion, the Caesarian section.

318. (8.) Embryulcia—Evisceration.—This is anj
operation rendered necessary in some cases of transverse

jiresentation, where turning cannot be accomjilished

'
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owing to the intensely spasmodic conti’action of the

uterus on the child, the latter being grasped as in a

vice
;
also in “ cross-bii’ths,” where there is no room

to turn, owing to distorted pelvis. AVe have no
doubt that chloi'oform has diminished the cases of

evisceration considerably. We saw a case, aboxit a

year ago, with Dr Groves, of Trinity, where the iiterus

was in a state of tetanus, and had been so for hours,

and the fcetus was firmly wedged in the pelvis, a

shoulder presenting. We thought, after a trial of

version, that we would have to eviscerate
;

bxit on
placing the woman thoroughly under the influence of

chloroform, we gi’adually reached a foot, and turned.

We saw another with Dr Cochrane, of this city, a short

time ago, where, despite the strong contraction of the

uteiTis and drjmess of parts, Ave were also enabled to

turn, with safety to the mother.

The operation is thus performed. Introduce a finger

or two into the vagina, and up to the ribs. Carry the

perforator along them palmar surface, until it reaches

an intercostal space, Avhich is then to be penetrated,

the arm being pulled doAvn at the same time, so as to

bi’ing the chest into the pelvis, and make it more firm.

(See tig. 44.) A free opening should be made
;
and to

this end we may cut through several of the ribs. If

we make it lai’ge enough to admit the hand, it will

quicken matters. When the thorax is pretty well

cleared out, we may pierce the diaphragm, and thus
afford a door of escape for liver, spleen, gut, &c. If

after this the uteras does not manage to expel the

foetus (doubled, the breech coming down the sacrum
and perineum), Ave Avill have to employ the crotchet,

which may be fixed Avithin the ilium.

319. (9.) Decapitation.—This is an operation some-
times resorted to in transverse presentations, Avhere ver-

sion is utterly impracticable OAviug to a small pelvis, or
where the uterus is in a state of tetanic spasm, and
closing tightly round the foetus. Some Avait until the

u



severing the head, unless the child were dead. The ^

usiial decapitator is a hook with a sharp internal edge. J

Dr Ramsbotham’s sharp hook lias been commonly em- ' :

ployed, but it is somewhat difficult to get it over the i
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child is dead, or supposed to be so. As we said, in

speaking of evisceration, chloroform (with a little

antimony, perhaps) gives us great relaxation
;
and we

ought certainly to give version a cautions trial before

Fig. 44.
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//oMi to Perform the Operation .
—Pull down the neck

of the child with a lilunt hook, then pas.s the sharp
hook (fig. 4G) up and over the neck, and commence a
sawing movement. At the same time, Avith a finger

neck in those tight cases. Something more flexible

would suit better, such as, perha]is, a piece of whale-

bone, curved, and with an eye at the one extremity

carrying Avire or a piece of strong AvhijA-cord.

i’ig'. 45. Fi". 46.
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or two of the left hand, be ready to guard the point of

the instrument. With a little traction and saAvine

motion, the head Avill soon be severed. When this is

done, delhmr the trunk by making traction on the

presenting and prolapsed arm. The head may be
afterwards delivered by the crotchet, or by the blmit

hook, fixed in the mouth or foramen magnum
;

or

better still, in our opinion, by means of the cephalo-

tribe, an assistant bearing down and steadying the

head. Dr Barnes’ method might be tried. The sharp

hook should not be straight, but somewhat curved, in

order the better to get it applied. This would be an
improvement on Ramsbotham’s.

CHAPTER XXVIII.

OBSTETRIC OPERATIONS. X. SPONDYLOTOMY.

320. In cases of arm or thorax presentation, Avith a

small pelvis and a tetanic uteras—a uterus that will

not relax imder antimony and chloroform, and Avhere,

in consequence, Ave cannot reach a foot, so as to be able

to effect version—this operation will be found almost

infinitely preferable to decajiitation or evisceration.

We certainly advise a careful attempt at turning in

such cases (waters long drained aAvay, parts getting

hot and dry, and womb the seat of tonic spasm), after

endeavouring to relax the uterus
;

but a forcible

entrance of that organ might land us into the abdo-

minal cavity. Besides, it ha
2
)pens sometimes that the

resistance is so gi-eat that the strongest hand is unable

to force (a reckless) mgress. Well, when the shoulder,

say, is jammed against the pubis, and the head above

the brim, there a^I be great difficulty in getting the
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Ramsbotliam hook applied for the purpose of decapita-

tion. AVhen the body of the foetus is forced down,
and fills up the pelvis, you can hardly push up the

hook without tearing the soft parts of the pelvis.

Even when you do succeed in fixing the hook and
severing the head from the body, there is the troiible

in getting the head home, often very great. In fact,

some gentlemen have been as long in hooking and
delivering it as the expert angler is in landing a

salmon. However, the cephalotribe has proved a

great boon liere
;

it is an efficient helpmate in decapita-

tion. If the uterus is steadied and pressed domi, you
seize a more certain hold than with the crotcliet, and
facilitate descent and delivery by its crushing power.

While you are crushing, you are also securing your
tenacious gi-asp of the head—a hold that can very
I’arely, if at all, slip.

Then, in evisceration, how prolonged is the process

m many cases. Hours have been consumed in its

performance; the soft parts have been injured; and
then there is the version afterwards.

321. In spondylotomy delivery is wonderfully easy
;

for, after cutting through the spine, first one part and
then the remainder is l)rought down with great facility.

\ oil have no trouble with the head, having an arm to

make traction with
;
and the whole affair may lie com-

pleted, after severing the vertebrm, in a minute or

two. Our impression is that spondylotomy will, or

ought to, lead to the abolition both of decajiitation and,

as a rule, evisceration—the one more difficult on the

whole, and more protracted, and the other no less tedious.

Some cases have been reported recently in the “Lancet,”
and they were (piite succe.ssful. There is one by Dr
Tucker, Feb. 18, 1S71, and another by Dr Orchard,
of Kingussie, iNlarch 11, 1871. Dr Orehard writes to

me to .say that ho ])crfoi'mcd this 0})oration so fin-

back as the year 1817. The following is the doctor’s
account of his method of o[>ci-ating :

— “ The arm pre
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sented, the liq. amnii had been long evacuated, and the

woman had been many hours in labour ere I saw
her. I made several attempts to turn, but it was
quite impossible, the child lying right across the

uteins, rigid and immovable. I could lay hold of the

inferior extremities, but no force could move the foetus.

I determined to deliver by cutting instruments. T

used a pair of strong scissors, and introduced their

point through one of the intercostal spaces, and clipped

along the space to the spine, and with the scissors

cut through the spine. I then seized hold of the feet,

turned the child with the greatest ease, and delivered

the patient. She had a good recovery. I think the

[ilan much superior to disembowelling the child and
extracting it doubled, or tearing out piecemeal. When
the sjiine was cut, it seemed to act like a hinge.”

Sii- James Sinqison approved of the operation, and
recommended it. The last case by him was performed

with a ])atient of Professor Inglis, now of Aberdeen.

(See “ Ed. Med. Journ.,” Feb. 1866.) Professor Inglis,

in reporting this operation at length, speaks ajiprov-

ingly of it, and tenders other useful suggestions.

322. Method of Operating.—With a pair of strong

curved scissors, one of the blades being probe-pointed

(the uterus being steadied, and the woman under

chlorofoiTu), the spine is to be cut completely through

at the nearest or most accessible point. We may have

to reach it by cutting through the ribs, or clavicle or

sternum, in some cases, but that is not a difficult

matter. As far as possible, Ave should do the cutting,

in order to reach the spine, subcutaneously. When
this latter is cut through, and as much of the rest of

the foetal body as is needful, nearly all is accorajilished.

The lower part of the body will then come down, or

may be pidled down, and after it the remainder, in-

cluding the head.

After-Treatment in Embryotomy .—The aftei’-treat-

ment of embryotomy, including the foregoing opera-
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tious, must just be shaped to meet symptoms that may
arise. In most of our own cases the treatment has been

almost nil; only .sometimes an opiate. The jratient

should have complete rest, and the soft jiarts and

bladder should be looked after. Watch vigilantly for

abdominal pain of a steady and deepening character,

and meet it by opium.

CHArTER XXIX.

OBSTETRIC OPERATIONS.—XI. THE CVESARIAN SECTION,

OR HYSTEROTOMY.

.323. Xow arrive we at the mo.st serious of all the

obstetric operations, because the most fatal to the

mother. It is a very ancient ojieration, although the

Greeks resorted to it only after the death of the

mother; and it is probable that, in the case of the living

mother, the operation dates no further back than the

sixteenth century. Julius Ciesar came into the world
through the abnormal avenue of a hole in his mother’s

belly, and many more great men, including Esculapius,

are said to have been thus born. We are doubtful

whether all Avho are said to have made theii’ exit in

this way have really done so, because invention and
fable, credulity and superstition, were rife in those far-

back times. It was believed in those days that all

who were thus born were sure to attain renown
;
so it

would readily come about that not a few heroes, or men
of repute, Avould have their glory ini2)uted to their birth.

He is gi’cat, they would say, because ho was born a

“ Ciesar,” or a “ Cffisono;” just as they Avould predicate!

of one actually born through the abdomen (as Julius

Caisar wa.s) that a career of glory was in store for him.
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Dr Cliurcliill, with liis u.sual painstaking, has investi-

gated one case, that of Edward VI. of England, and
found it to be false. Edward, therefore, though gentle,

promising, and true, was only a spurious Caesar.

The ojieration consists of an incision through the

abdominal parietes and uterus, and the removal of the

fetus tkrough the opening instead of by the natural

channel.

This grave proceeding, usually sacrificial in Britain,

though much less, and unaccountably so, on the Con-
tinent, has given rise to more serious, and often

aci'imonious, discussion than almost any other one in

obstetrics
;
and great diversity of opinion has prevailed

as regards the cases and conditions justifying it. One
side holds (and this is the view taken by the majority

of British practitioners), that craniotomy is, as far as

reajly jiossible—that is to say, wherever we can succeed

in di-agging a mutilated fetus through the pelvis

—

preferable to the Ciesarian section
;
while the other,

largely made uji of Continental obstetricians, maintains

that hysterotomy is to be preferred to embryotomy.
The grounds of contrariety are largely based on a dif-

ference of opinion in reference to the value of the lives

of mother and child. In Britain the mother’s life is

held as of higher value than the infant’s
;

while in

France especially, and other jiarts of the Continent,

this is denied, or it is, at least, alleged that we are

incapable of judging of their resjiective worth. The
question of the comparative fatality or mortality of

the two operations has also weighed with many practi-

tioners, both at home and abroad, and moulded their

preferences either the one way or the other.

324. Instead of giving a long list of quotations from

authors in illustration of the discrepancy which pre-

vails, we shall simply give one or two from each

side, and wliich embody jiretty well the diametrically

opposite ojiinions held. We jilRce these by way of

stronger contrast in opposing columns :

—



THE C/ESAEIAN SECTION. 297

Dr Osbom .“says,
—“The va-

luable life of the mother should

never be exposed to absolute

destruction by the Caesarian

operation for the safety o£ the

child. The perforator should

be had recourse to without re-

ference to the life of the child.'’

Smellie remarks,—“ When a

woman cannot be delivered by
any of the (other) methods re-

commended in preternatural

labours, on account of the dis-

tortion of the pelvis, &c., in

such emergencies, if the woman
is strong, and of good habit of

body, the Caesarian operation

is certainly advisable, ” &c.

Blundell says,
— “ It is an

axiom in British Midwifery,
that we are never to deliver by
the Ctesarian operation, pro-

vided we can in any way de-

liver by the natimal passages.”

Dr Eobei-t Lee recommends
craniotomy in cases of extreme
distortion, ‘ ‘ whether the child

be alive or dead,” in preference
to the C.X'sarian section.

Baudelocque alleges,— “ To
mutilate a living child in order

to avoid the Csesarian section,

is the offspring of ignorance and
inhnmanitjq” &c.

Gardien says,
—“ It is with

good reason that jirndent ac-

coucheurs, in view of the fatal

results of embryotomy, prefer

the Cresarian operation.”

Busch remarks, that “ the

Cxsarian section is the only

Ijractical method of delivery

when the diameter of the pelvis

(conjugate) is 2 \ in. or less
;
and

it is indicated when the child

is alive, and the same diameter
from 2\ to under 3 inches.

”

Weidemann recommends “the
Caesarian operation in every
case where a living child cannot
be delivered by other means,”
and he strongly condemns em-
bryotomy.

Many more sample.s might be given to .show how
embryotomy is lauded in Britain, and tlie alidominal
incision decried

j
and, on the other hand, how the latter

is praised, and the former condemned, on the Con-
tinent : but there is not space.

325. Statistics.— IMuch valuable information has
been gleaned in regard to the fatality of this gi’ave

operation in relation to both mother and child. From
Churchill we gatlici’, tliat of 450 cases, from various
sources, where this operation was performed, 230
mothers were .saved, and 210 lo.st. Of 315 children
thus delivered, 211 were saved, and 104 lost.
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Were we to judge from tlie above statistic-s, we would
not be led to conclude that the operation was so very
fatal after all

;
but unfortunately, when we come to

look at the records of British practice, we have a dark
cloud lined by few silvery rays. Thus, in British

]iractice Dr AVest places the mortality at about 83 per

cent. True it is, and equally sad, that case after case

has proved fatal in Britain
;
and the same may be said

of America. One would almost imagine that there was
some peculiarity in the Anglo-Saxon race, or in the

climate of these islands and of America, inimical to its

successful performance. It cannot be that our jiracti-

tioners operate less dexterously
;
neither is it always

owing to our longer delay; for some of the cases have
been performed eai-ly, and under favourable auspices,

and yet have proved fatal. AVe cannot but envy our

Continental brethren, such as Kilian, who performed

it four times on the same woman
;
and Stolz, who

operated tmee, also on the same woman
;
the last being

also successful. AVe have sometimes thought that now,
when we have such able operators on the abdomen
amongst us

;
who cut it as dexterously as Addison

examined it skilfully
;
men like Keith and AVeUs,

Baker Brown and Clay, we might yet come to rival

the luckier men across the Channel : that as British

ovariotomy has gone up so lirilliantly, so might British

hysterotomy attain to equal lustre. We cannot see

how tliis better fortune should not come into our hands

yet
;
we have as good material to cut—as sound and

vigorous constitutions to treat as they have elsewhere,

if not better. Unless our past failures have been due

to the operation having always been too long delayed,

and Continental success have been owing to an earlier

interference, the melancholy contrast as regards results

is to us an enigma and puzzle. AVe suspect, howevei’,

that British Mlure has come of operating during

exhaustion, and wliere, in point of fact, the exhaustion

itself, apart from the operation, was almost enough to
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kill. This vieAv derives support from recent successful

instances in this country, by Baker Brown, Sjiencer

Wells, and others. Let us hojie that future annals

will be brighter than the past
;
and that this operation

may more rarely than hitherto be only, as regards the

mother, a sure and swift journey to the everlasting

bourne.

326. Cases Suitable for the Caesarian Operation.

—This operation being of so formidable and fatal a cha-

racter, renders it highly desirable, nay indispensable,

to knoAv when it is Avarrantable, as viewed through

British spectacles, and not from a Continental stand-

point. The operation is justifiable, then, in the follow-

ing circumstances :

—

1. When the antero-posterior diameter of the pelvic

bx’im is under 1^ inches, for then most assiu-edly

is embryotomy unsafe, if not impracticable.

2. When the mother dies undelii'^ered, and version is

impracticable. But it is often practicable here.

3. In ruptured uterus, when the child is yet alive,

and version unsuitable.

4. In some cases of malignant disease of the uterus,

where great obstruction is occasioned, and where
incision, and dilatation do not give us space

enough to bring down safely the reduced head.
5. In cases of ob.sti'uction from osseous or other

tumours of the pelvis, where embryotomy can-

not succeed.

6. In extra-uterine jiregnancy, Avhere the life of the

mother is threatened.

7. In extensix-e wounds of the uterus towards the

termination of pregnancy.

\\ e have said that this formidable operation is only
to be undertaken Avhen tlie conjugate diameter is under

1^ inches, because Dr Barnes and others have suc-

ceeded in bringing a reduced head down safely, where
there Avas no more than this diameter; but Ave are not
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sure but that the German limit, 2-50" (see Scanzoni’s
“ Lehrbuch derGeburtshiilfe,” 1867)is the more prudent
one. Your liigh distortion cases, where you have to

drag the reduced head slowly and forcibly down, don’t,

as a rule, do very well
;
but, then, in the cases recorded

there has often been much delay before operating
;
and

it were impossible almost to say whether the fatal ter-

mination were due to the ojieration, or the procrastina-

tion. Still, we cannot share Dr Barnes’ belief, that a
conjugate of l-25", or even 1, may be met vdth much
greater safety by his method of embryotomy, or any
other, than by the abdominal incision. Embryotomy,
however, cannot possibly be more fatal than British

hysterotomy
;
for, as before oliserved, its annals are but

a record of almost unbroken failure, so far as the mother
is concerned.

327. Is Procreation Justifiable in Cases of Distor-

tion Necessitating Hysterotomy?—In addition to the

<lifficult question of the warrantableness of this ojiera-

tion, under any circumstances, there is another no less

trying and insoluble to some minds—viz., whether the

mother, after being made aware of tlie impossibility of

a child, even in a mutilated form, being dragged through

her fearfully narrowed passages, is justified in putting

hei’self in the way of becoming pregnant. Denman, in

connection with this matter, remarked as follows :
—“ It

might be doubted, in morals, whether children should

be begotten under such circumstances.”

Method of Operating, Instruments, &e.—The
instruments required are, a sharp bistouiy, and one

with a blunt extremity
;

a director, artery forceps,

ligatures
j
plenty of large sponges, and small ones on

the end of sticks (the sponges should be new and clean)

;

silver sutures, lint, plaster, many-tailed bandage, ether,

chloroform, or laughing-gas, and ice. Three or four

assistants are also necessary.

The boAvels should be freely opened, and the bladder

emptied before beginning. The operation should be
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commenced early in labour before the woman’s strength

is exhausted, and after the os is dilated a little. In

cases where it has been resolved on, before labour, to

incise, it is as well to excite labom-, so as to open up
the os a little for the escape of uterine discharge.

This may be done by a spouge tent. The patient is

jilaced on her back, on a table, with pelvis a good
deal raised, and the head and shovdders also elevated.

Chloroform, or a mixture of this with ether, or ether

alone, as recommended by Dr Keith, in ovariotomy,

or, as some prefer, nitrous oxide, should be adminis-

tered. The ether is said by Dr Keith to be less liable

than the chloroform to occasion vomiting, and this is a

paramount advantage. The temperature of the apart-

ment should not be less than 75° Fahi’enheit.

328. An incision is made about 8 inches long, and
in the linea_alba, to avoid luemon-hage and the dividing

of muscles, stretcliing from the umbilicus to near the

pubLs. On cutting down as far as the peritoneum, this

should be cautiously divided iqion a director, so as not
to wound the bowel. The uterus is now observable,

and an incision should be made into it 4 or 5 inches

long. This incision should not go completely through
at once, l)ut cautiously, so as to come upon the mem-
branes. These arc to be opened a little, and the liquor

amnii absorljod with sponge, or withdrawn by means
of a syiinge. This is to prevent it discharging into

the abdominal cavity. If we alight on the placenta,

we must push it to one side. The child is then to be
withdrawn as soon as possible, and afterwards the

placenta and membranes. Any clots, etc., should be
removed from the peritoneum and the wound, and we
should sec that the os uteri is pervious, so as to admit
of discharge passing out. Some place a bit of ice into

the uterus, tlirough the wound, so as to arrest the

ha;morrhage. As regards the uterine wound, some
stitch it, others do not, Imt trust to the uterine con-

traction closing it. We believe it to be better to close
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it with silver suture. The extei’iial wound is also to

be bi’ought together by a close suture of silver wire,

the stitches also passing through the peritoneum, and
closing it. Should the intestines

2
)rotrude during the

operation, the assistants restrain them gently with
warm flannel. A cold water dressing is placed over

the wound, and, above this, warm towels and flannel.

An opiate is given, and perfect rest enjoined.

We should state that the credit of having first sug-

gested tlie closure of the Avound in the uterus is due
to the distinguished ovariotornist, Sjjeucer Wells. He
first pi’oposed it in 18G3. He lays stress on this, and,

undoubtedly, with good reason, as the uterine secretions

are prevented thereby from reaching the peritoneal

cavity. Mr Wells allowed one end of the suture (silk)

to pass through and hang from the cervix uteri, whereby
drainage was maintained, and a hold got for removing

the ligature, when, after several days, it is wished to

do so.

Dangers of the Operation, Causes of Death, «&c.

—

These may be summed uja thus :—Hiemorrhage, shock,

inflammation, exhaustion, strangulation of a bit of

bowel in the uterine wound, if not closed, and \mmiting.

329.—The luemorrhage is often not great, unless the-

placenta has been implanted on the anterior wall of the •

uterus, in which case the cut will have traversed an i

area of increased vascularity. The stethescope will give

us an idea beforehand. If the placenta be more to the

side, 01’, better still, placed posteriorly, little haimorrhage

may be looked for. The inflammation arises partly

from the wound, partly from foreign matter getting:

into the peritoneal cavity. Vomiting sometimes super-

venes (but not so frequently with ether), and injures -

by loosening the sutures, and forcing fluids into the

peritoneal cavity, as well as causing exhaustion. To

avoid this, it has been proposed to use the ether spray,

as originated by Dr Richardson, or to give the nitrous

oxide as an amesthetic. The shock to the nervous
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.system is often very great, but anresthesia has diminished

this considerably. Peritonitis was wont to be viewed

as one of the greatest perils in connection with this

operation
;
but after the grand results obtained by

Wells and Keith, Brown and Clay, we can no longer

so seriously apprehend it, that is to say, if the suture

is made to embrace the uterine wound. One is almost

tempted, keeping in view the glories of modern ovari-

otomy, to conclude that the peritoneum of the present

i day is made of different material
;
that though modern

man may tolerate less in the way of phlebotomy, his

cotemporary, woman, can stand much more in the way
of abdominal cutting. But, no, this is not the explana-

tion
;
the brilliant residts arc the outcome of greater

skill, and the skill is in great part the offspring of moi’c

[
enlarged experience. Hippocrates believed in the fatal

y character of a peritoneal wound
;
what would he say

t now were he to arise from his long sleep in the tomb ?

As I’cgards the chance of a knuckle of bowel gettiin;

I
strangulated, this cannot readily haj)pen if the wounds

t
are carefidly sutured. In numerous cases the uterine

wound does not close, but remains patulous and everted,

ti In the case reported by Dr John Taylor (“ Lancet,”
I Jan. 18, 1868) it was unclosed G weeks after, at which
1 time the woman died.

! Post-Mortem Caesarian Section.—There ai-e numer-

i

ous instances where the living child has been cut out
after the mother’s death. A notable case is that of the

Princess of Schwartzenberg, in 1810. She was at a
f| ball in Paris, given by her brother, the Austrian Am-
J bassador, when a conflagration occurred, and she met

her death. On the following day a living child was
E removed from her belly.

Dr Brotherston, of Alloa, performed it in 1868 on
'/ a woman who had been dead 20 minutes. The child
1 survived.

i Drs Tixier and Sallath, Quebec, extracted a living
I child from the abdomen of a female wlio was killed by
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a coal cart going over her head (in 18G7.) The opera-

tion was done about 30 mmutes after her death.

There was also a successful case
2
ierformed by a house-

surgeon in the Maternity Hosjiital of Edinbui-gh, a

good many years ago.

CHAPTER XXX.

OBSTETRIC OPERATIONS. XII. SYMPHYSEOTOMY.

330. Symphyseotomy
;
or the Sigaultian Section.

—

This operation consists in making a section of the jnibic

symphysis, in order to enlarge the pelvic diameters, and,

if possible, avoid the abdominal incision. The originator

of it was a Frenchman, named Sigault, who, when a

student, wote a memoir on the subject. At fii’st the

novel ju'ojiosal of Sigault was treated only with con-

tempt, but gradually some sui^jiorters rallied round
liim. Among the latter was the learned Dutchman,
Dr Camper. This sujiport, small at first, waxed greatly

when Sigault, assisted by Le Roy, jDerformed his own
operation successfully. This was in the case of a woman
named Souchel, who had jireviously borne 4 dead

children. His fame spread with almost electric sliced,

and many declared that he had succeeded in banishing

the cruel and barbarous operation of cutting into the

belly. The enthusiasm was vast, but quite dispropor-

tionate; still, we cannot blame the enthusiasts, for

there is always any amount of them on the aiJ^^earance

of any novel jilan, tool, system, or medicine, connected

with our profession. A Sigaultian fever was quite

as wari’antable as a sul^ihur mania, or a choral rage, if

not a good deal more so. But all this confidence in

the ojieration, all this acclamation, was destined to
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come to an end, and for the simple and sufficient reason

that it was not worthy of it.

The object of the section of the symphysis was to

increase the antero-posterior diameter, and thus permit

of the passage of the child in cases where it could not

otherwise pass, and tlius give a better prospect of safety

for both mother and child. But, \mfortunately, little

increase of sjjace is obtained, and what is obtained is

least where it is most needed. The augmentation of

space is greatest in the oblique diameter
;
next in the

transverse
;
and least in the conjugate, where it is most

demanded. In this latter, ^ an inch is the utmost
that can be got without unwai’rantable force. Besides,

this incx’ease is not to be had without danger of injuring

the sacro-iliac synchondroses. The pubic symphysis
cannot separate unless the others also yield. From
this it follows that the operation would not be pi’ac-

ticable in anchylosis of these (false) joints, a condition

obtaining often in pelvic distortion. Another argu-

ment against the operation is its fatality. It was fatal

to the mother in 16 out of 40 cases, and to the child in

1 1 out of 30.

The operation, then, is not encouraged in this

country, and few even subscribe to the opinion of

Denman, that it might be performed in a case where
the child (being alive) was of great importance to the
nation. The mother, in such a case, he thinks, might
fairly be allowed to take the risk.

The Dangers arising from the SigauUian Section .
—

These are inflammation
;
risk of injuring soft ])arts of

jielvis, or the bladder
;
laceration of pelvic ligaments,

giving rise to abscess
;
shock of the operation.

331. Vaginal Hysterotomy.— In addition to hys-

terotomy through the abdominal parietes, there is

another operation which may sometimes be resorted to,

viz., incising the os through the vagina. It is adapted
to disease of the os uteri, or congenital closure of
the same. Cancer, for example, may so indurate the

X
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03 as to render labour impossible by the natural way,
and the same is true of fibro-cax’tilaginous hardening.

Cases of retroversion and anteversion are named, too,

as suitable for this operation
;
that is, where it is found

impossible to correct the mal-position
;
but we should

imagine that this would hapjicn rarely. In regard to

retroversion, it cannot exist in the gravid state beyond
the middle term of pregnancy, for the ascent of the

womb will correct it
;

or, if it were persisting, it could

hardly fail to lead to abortion. It is obvious that there

is no room in the pelvis for a retroverted gi-avid uterus

at the full time. The manner of performing this ojie-

ration was stated under rigid os.

CHAPTER XXXI.

INDUCTION OF PREMATURE LABOUR.

332. Induction of Premature Labour.—This ope-

ration is now an established one in obstetrics, although

the morality of it has been questioned and hotly debated.

Denman relates, in his “ System of Midwifery,” that in

1756 a solemn consultation was held among the obste-

tricians of London as regards its utility, safety, and

morality, and this does not excite our wonder; for

although an operation of vast usefulness, conserving

lives, and averting suffering, as it does, it is one that

may be much prostituted and abused. It may be both

a moral and an immoral proceeding; moral when under-

taken to conserve life; immoral when performed to

avert reproach and shame from the guilty. Only

those destitute of right principle would thus criminally

act.

The utility of the operation was questioned, among
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othei’s, by Bauilelocquo. It was said that tlie liijuor

i
amuii being evacuated, the uterus would contract firmly

j

on the child, and as the os would only dilate slowly (as

it does in these premature cases, from its incomjiletely

I

developed' state), the funis would be compressed, and

i the child would be sacrificed. Then, it was said, and

I

truly, that the presentation would be often preter-

natural, and thus the delivery would be difficult, and
attended with danger. The.se objections will have no

i influence with us now-a-days, for the operation has been

i

supremely successful. Indeed, it forms one of the most
brilliant pages in midwifery. There are few busy
obstetricians who have not obtained cheering results

3 from it, sparing poor women the perils of embryotomy,
and saving scores of children that otherwise would have
been lost (and, some of them, at least, pickled for the

obstetric museums). The late Prof Hamilton (see

“ Pract. Observ.,” p. 285) saved 42 children out of 4G;
and we have derived much comfort from the operation,

knowing the evils prevented by it. Our list extends to

15 cases. Of these 13 were born alive, but 5 of them
died soon after. Still there are 8 children spared to their

friends and the State, that could not have been other-

wi.se saved. We have had no fatal results as regards
the mother. In reference to the compression of the

t funis, it may be stated that we do not need to evacuate
li the liquor amnii at all

;
and as regai'ds the fact of pre-

3: ternatural presentation, it matters little, as we perform
H version in such cases wherever we can.

333. There is another objection to the operation, or
r difficulty in connection witli it, worthy of notice, viz.,

tl, that we are liable to be mistaken or misled in reference
< to the time of gestation at which we intend to operate.

There is no doubt about the correctness of this, for
I ' women will make mistakes even in regard to this im-
ul portant matter; and if they have conceived during
j lactation, or in the alisence of menstruation, they will

be le.ss qualified to calcidatc. It follows from this, that
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we may either perform the operation too late, and thus

have to perforate after all, or too early, and thus bring

a child into the world incajiable of living. However,
wdth care on the woman’s part, and our own, these

untoward results may not come to pass. We have only

once been too late
;
but even thei’e we were able to

drag the child (dead) through a narrow pelvLs, after

version, and with a good deal of force. Dr Eams-
botham was only misled 5 times in 91 cases.

Another objection still may be referred to. It has

been said that we cannot always easily ascertam the

precise dimen.sions of the jielvic diameters, and, there-

fore, we might be resorting to the operation in some
cases where it was unnecessary. This is a weak one.

In pre-amesthetic days it might have had more force
;

but under anaisthesia, the hand forms a correct and
trustworthy pelvimeter. We may employ, along with

it. Dr Greenhalgh’s flexible metallic ring. Besides, as

Velpeau remarked: “If the pelvis be wider than we
thought, premature delivery (at or after the 7th mouth)
is done without risk. If, on the contrary, the narrow-
ing be more considerable, the foetus will certainly

perish
;
but, then, had no operation been attempted

until the full term, the foetus would equally have

been lost, and the mother would have run greater

risk.”

But however much trath there is here, it will not

do for us altogether to shut our eyes to the fact that,

unless the pelvis has been carefully gauged with a

skilled hand, the patient being under chloroform, the

operation may be performed when it is not required.

Merriman most truly observes, “ that the use of the

perforator in a former labour is not alone to be con-

sidered as a justification of this operation.” We
endorse this without the slightest dilution. We have

seen craniotomy performed more than once in cases

where, during subsequent labours, living children came

easily away. Still, we shall impeach no one for per-
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forating with a conjugate of 3 inches, or even 3^ •, for

big heads, and preternaturally ossified ones, will cast

up at times, and compel us to the unwelcome task.

334. Cases suitable for the Induction of Prema-
ture Labour.—Denman has well pointed out when the

oiieration is to be resorted to in the following pas-

sage :
—

“

It is,” says he, “ under cmcumstances, and in

situations preventing the successful use of the forceps,

and just compelling us to the fatal measure of lessen-

ing the head of the child, that it may be a duty to

propose, on a futme occasion, the bringing on of pre-

mature labour.” There are other cases where the

operation is called for, and these we shall enumerate.

They are as follows :

—

1. In cases of distortion of the pelvis, where the

conjugate diameter is so contracted as to neces-

sitate embryotomy.
2. In fatty placenta—that is, where we have a his-

tory of the successive delivery of dead children

due to this. In such cases, however, we would
auscultate often, and operate only if we found
the foetal cardiac sounds indicative of approach-

ing death.

3. In cases of severe vomiting, amenable to no
treatment, and tlireatening to compromise the

woman’s existence.

4. In pelvic tumours, and abdominal ones gravitat-

ing into the pelvis, and leading to obstruction

so great as to necessitate the reduction of the

child.

.'). In dyspnoea, arising from pulmonaiy or cardiac

disease, pleuritic effusion, or aneurism, and
threatening deatli from apnoea.

6. In placenta prsevia, where the Hooding is so pro-

fuse as to tlireaten destruction.

7. In uriemic convulsions, epilepsy, and some cases

of uncontrollable chorea.
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8. Where there is au irreparable rigidity, and ex-

treme contraction of the vagina, and in cases

where contraction has been detected only after

pregnancy has occurred. It is deemed better

to deliver prematurely tlian to undertake during
labour any operation for occluded vagina.

9. In instances of fibrous tumours of the uterus,

threatening to set up inflammation in the latter

months of pregnancy. Here it is necessary,

as when inflammation happens su])puration is

likely to follow, and sometime.s, in consequence,

death after labour.

10. It might be necessary in a case of strangulated

hernia, if the operation for the relief of the gut

could not be performed without it.

11. In malignant disease of the utenis.

Methods of inducing Premature Labour :

—

1. Agents which stimulate the uterus by being ab-

sorbed into the blood, such as ergot, borax,

savin, Indian hemp, by acting through the ex-

cito-motory or reflex system of nerves, which
includes various forms of periphei’al irritation

embraced below.

2. Dilatation of os by tents.

3. Separation of membranes by means of the uterine

sound, the catheter, bougie, or finger.

4. Cupping-glasses, or suction to the mamnue (Scan-

zoni’s plan), or mustard poultices to the same.

5. Galvanism.

5. Distention of the vagina by a caoutchouc bag

filled with water or air, as recommended by

Braun, of Vienna.

7. Distension of os by aii'-bag.

8. Water-douche— that is, a stream of warm or

cold water dii’ected against, or, more preferable,

within, the os uteri, for ten minutes at one
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sitting, and then repeated in four liours

(Kiwisch’s method).

9. Plan of Lazarewitch—viz., injections of warm
water up to the fuudu.s uteri.

10. Punctiu-ing the membranes with a stilette.

11. Introduction of a flexible bougie (oiled) high up

into the uterus behind the membranes.

12. Abdominal friction.

Now let us glance at the respective merits of the

above methods and means. The articles, such as

ergot, acting on the medulla through absorption into

the vascular system, are not very suitable here. Ergot

was a favourite with the late Dr Pamsbotham
;
but

even he acknowledged that though successful as re-

gards the excitement of uterine contractions, it had in

such cases a bad effect on the child. He found it

more fatal than by the plan of puncturing the mem-
branes. Let the student bear in mind that in these

cases a gi’cat deal has often to be given to ^iroduce the

desired effect. We are all in the habit of giving a

little ergot Avhen necessary, and without bad results.

It is only wdien it is given often, and in large quanti-

ties, that fatal issues are brought about.

335. The method of }nincturing the membranes is

not now adopted. Its disadvantages are that by it

we evacuate the liquor amnii, and thus subject the

funis and placenta to a pressure likely to interrupt

circulation, unless the child is speedily born there-

after. And it is not as a rule quickly born, for the

os is u.sually .slow in opening up. The plan, however,

is veiy effectual in the way of inducing labour. The
dilatation of the os by sponge tents is an excellent

method, and one worthy of adoption. This plan was
first adopted by Kluge and Brunninghausen, and is

much followed on the Continent. The sponge tent is

too well known now to require description. It is

introduced by means of a metallic director, bent at
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the extremity. This director is fixed in the aperture
of the tent, and with the left hand we introduce it

into the vagina, and up to the os. It is then guided
into this aperture by a finger or two of the right hand,
already in the vagina. There is no need for the

speculum, although when first employed this was
viewed as necessary. The tent swells and dilates

the os
;

and uterine pains are set up at a period

ranging from 4 to 48 hours. We may have to remove
one tent and introduce a larger one at the end of 8 or

10 hours. The first tent should be as large as the

little finger. After introducing the sponge, we inject

a little warm water into the vagina to facilitate its

expansion, the woman lying on her back, with hips

raised, in order that the fluid may be retained for

some time. One drawback to the tent is the great

ii’ritation and pain it occasions in some females. We
are greatly indebted to the late Sir J. Simpson for the

introduction of the tents into this countiy.

336. The separation of the membranes of the ovum
from the interior of the uterus was first recommended
by the late Professor Hamilton, and the plan was
adopted by him at the close of last century. It may
be done with the finger (we have thus done it several

times), in which case we may have to bear down the

uterus well with the left hand on the abdomen, or

insert the operating hand into the vagina. Sometimes
we can reach high enough without this. If we cannot

do so, we may use a catheter or bougie (firm), or, as

we have done, a thimble of gutta percha fastened to

the end of the finger. We are to dilate gently, and

gi’adually separate the membranes from the cervix for

about 2 inches. The pains will come on at a variable

time. We have, however, by continuing to dilate,

induced pains in a short time, and finished the labour

before leaving the house
;
say 4 to 6 hours.

The air-bags of Dr Keiller and Dr Barnes are very

efiectual also, dilating the os gradually, and exciting
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pains. We know that Dr Keiller has induced labour

very quickly in this way, just in an hour or two. The
great advantage of the air-bag, as well as sponge-tents

and manual dilatation, is, that we dilate the os and
separate the membranes, as well as originate “ pains

and thus no obstacle to the descent of the child exists,

as is the case when the membranes are perforated, or

where the labour is induced by various other plans.

The application of a child, or suction-bag (Scanzoni’s

plan), itc., to the nijiple is not always successful. Sir

James Simpson said he had never seen it originate

uterine “ pains,” although quickening and intensifying

them. The abdominal manipulations of D’Outrepont
and others are not very effectual either.

337. The plan recommended by Schceller and Braun,

of irritating the vagina with a tampon, or a caoutchouc

bag, or of dilating it by those means, is not so satis-

factory as by the tent. In many cases, however, as

might be expected from the now well-known reflex

influence exerted by the vagina, it excites labour.

Kiwisch’s method, by injections of water, if properly

done, is sure to induce labour. The apparatus em-
ployed by the professor, as figured by Scanzoni in his
“ Lelirbuch der Geburtshiilfe,” vol. iii. p. 54, consisted

of a small square tin reservoir, fastened to the wall at

a height of about ten feet
;
and from the bottom of it

there hung down a tube which could be introduced

into the vagina, so as to permit a continuous and pi'ctty

powerful stream of water to flow. This douche was
recommended to be used twice a-day, for 15 minutes
at a time. Labour supervened generally in from 3 to

5 days. The late Sir James Simpson substituted a
Higginson’s .syringe for Kiwisch’s bo.x (sec “ Ob.stet.

Works,” vol. i. ]). 841), and it answered well. Sir

James introduced the end of tlic tube, however, through
the os uteri, and thus directed tlio stream of water
directly into the uterus. In ca.ses where the os uteri
is very high up, or retroverted, a bent silver catheter
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may be added to the nozzle of the tube, and thus the

orifice of the womb may be reached. Care should be
taken, in using this method, not to rupture the mem-
branes with the end of the tube

;
if we do this, we

reduce the method to the plan of puncturing the mem-
branes. Kiwisch sujiposed that his plan operated by
relaxing the soft pai'ts

;
but in this he was mistaken,

there being little doubt that it induces labour by a

separation of the membranes. While using the syringe,

the woman is brought to the edge of the bed on her

left side. A vase or basin is placed on a chair in front

of the couch, and this is both a receptacle for the water

to be injected and that which returns. One or two
disadvantages attach to the douche of Kiwisch. You
may by the force of the current alter the presentation,

making it a “ cross” one perhaps
;
but this may be

rectified by turning. Still, it is better to avoid inducing

a mal-presentation. 2. One may separate the placenta,

and give rise to flooding. Sir James Simpson, how-
ever, said that he had never seen much hiemorrhage

occasioned.

338. Passing uji the bougie, or catheter, 5 or 7

inches between the membranes and the wall of the

uterus is a jiroceeding that induces jiremature labour

most effectually. We have fi-equently done it in this

way. It has the advantage of being simple and easy,

and produces little pain or irritation
;
at the same time,

uterine contractions are pretty quickly excited, and

labour may be over 24 hours after. At other times a

day or two may elapse.

The Method ofFrofessor Lazarewitch, and the grounds

for employing it, are as follows :—He holds that the

initial step in labour is the separation of the mem-

branes, and that this sejiaration begins at the fundus.

His plan, therefore, is to effect this separation artifi-

cially, and at the part where nature does it first, viz.,

the fundus. He uses injections of warm water for the

purpose
;
and in order to reach the upper part of the
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uterus, he attaches a long tube to liis syringe, and
pushes it away up into the womb. He then injects

from 6 to 9 oz. of warm Avatei', up in the direction of

the fundus
;
and he alleges that one injection is fre-

quently sufficient. This Avas the case in 10 out of 12

instances reported by him. His plan Avas successful in

inducing laboni’ in a period averaging 19 hours; and
he had no maternal deaths, and only one of the chil-

dren was stillborn. Despite this success of the Pro-

fessor, Ave do not see our Avay to recommend it, and for

i

the folloAving reasons :—(1.) When you have pushed
your tube so far up into the uterus, you have done
quite enough to induce premature labour, Avithout add-

j
ing the injections. These latter are then altogether

superfluous
;
in using them, you are doing a Avork of

I
supererogation. What need is there for “ painting

li the lily, throAving a perfume on the violet gilding

[ the diamond, or setting up the lime light to aid the

ji light of the unclouded sun? None AvhateA'er. (2.)

I

In thus pushing up the tube, you cannot easily

•i avoid detaching a portion of the placenta (your tube

f
being more powerful than the little flexible catheter),

ti and you may readily break the membranes. (3.)

li Some fatal cases have been reported after the em])loy-

t ment of these injections so high up, probably OAving

d to shock, 'or if not, to the entrance of air. (4.) The

j

injections themselves may produce separation of the
placenta, and thus giAm us tliat rather serious compli-
cation, accidental hsemorrhage. Such are the chief

dj objections that may be urged against the method.
339. The question of time is not of so great im-

c portance in cases of distorted pelA'is, that is to say, a
r day or tAAm, more or less, does not matter much; but
3' in conAuihsions, or pulmonary or cardiac disease, Avith

1:1 alarming dysjmcea, or in unconquerable vomiting,
^ with critical head symptoms, avc mu.st seek the speedy
3

^ evacuation of the uterus. What, tlien, is the quickest
i (and yet safe) method? For our OAvn part, Ave Avould
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recommend, what we have now done on sevei-al occa^

sions, that separation of the membranes be effected

simply by the finger introduced within the os uteri.

If your finger is not long enough to effect this in every

case, you can affix a nipple of gutta percha to it, or use

the bougie, as Hamilton did. You should place the

woman under the influence of chloroform, and continue

to dilate the os uteri with the finger. This will pro-

mote the uterine contractions, as well as further expan-

sion of the os. We have finished a labour in this way
in 3 to 4 hours. If this plan does not succeed, wc
should employ the aii’-bag of Dr Keiller. The doctor,

as before said (and many others), has effected labour eaidy

by means of it. The plan of sejiaration by the finger,

we may state, has the sanctionof Dr John Moir of this

city (see “ Ed. Med. Journ.,” April, 1864), a gentleman
of gi-eat obstetrical expei’ience, acumen, and judgment.

Where the case is not pressing, as before remarked, we
need not hurry the labour, but, on the contrary, give

time for the os to open uji, &c.

340. Mode of Delivery after Inducing Labour.

—

It will depend a good deal on the ^presentation and the

progress of the case, &c., whether we shall aid the

natural powers or not, after exciting premature labour.

If it be an urgent case, or an extremely contracted

pelvis, we must proceed to version, either by the old

method or that of Dr Hicks. The forceps had better

not be employed in such cases if it can be avoided,

because the cranium is soft, and thus more easily

injured.

Period of Pregnancy at lohich the Operation is to be

Performed.—The time selected for operative procedure

depends entirely on circumstances. If we had a case

of cancer of the uterus, indurating the os immensely,

and obstructing the passages, we might have to induce

labour before the period of viability
;

say, even at the

5th or 6th month. In a conjugate under 2 inches we
could hardly expect to delay much longer. We have



THE INDUCTION OF PREMATURE LABOUR. 317

now liad not a few cases where craniotomy had been

previously performed, and where we succeeded in

delivering children at the end of the 7th month alive,

and who lived. It is an operation, then, by which we
may vastly diminish the number of craniotomy cases,

and give children, otherwise doomed, to their parents

and their country—mayhap, geniuses, in some cases,

whose lot it may be even to “ mould a mighty State’s

decrees, and shape the whisper of the throne.”

CHAPTER XXXII.

ON THE LIMITATION OF THE GROWTH OF THE
FCETUS IN UTERO.

341. It was sugge.sted, many years ago, that in those

cases of moderate pelvic contraction necessitating cra-

niotomy, or the alternative we have just been consider-

ing, we might succeed in checking the growth of the

foetus by giving the mother a somewhat spare and non-

nutritious diet; and in this way it was thought we
might render it so small and attenuated as to be
capable of transmission (unreduced) through the pelvis.

This would appear to be a plausible thing, but it has

not succeeded. You may keep the mother on poor
fare

;
you may half-starve her, in fact

;
but yet her

infant contrives to come home plump. You may
attenuate the woman down almost to a mere bundle of

bones, and yet the child arrives rotund, and padded
with fat. We have known many females—those given

to vomiting much—stint themselves greatly, in order

to avoid the gastric pain and emesis occasioned aftci-

partaking of food; still, the foetus showed no evidence

of emaciation
;

it was no ape-faccd thing, suggesting a
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descent from an African baboon, but well filled up,

contented, and lively. Poor feeding, then, won’t do;

it won’t give us scraggy children with doleful pucker,

lean, soft-boned foetuses, warranted to glide smoothly
and easily through the contracted pelvis. We have
thought, however, that a diet consisting largely of

farinaceous foods has rendered the cranium more com-
pressible in one or two cases that have been under our

care
;
and we would suggest that a diet contributing as

little as possible of the elements which go to form bone
should be given where the woman is possessed of a con-

tracted pelvis.

342. But if we cannot hope very much from the

diet of a hermit even, in such cases, is it not possible

to do something in the way of limitation of growth by
means of medicines 1 We believe that it is

;
that this

method will prove more successful than the dietetic.

Delfraysse gave iodine internally for the last two
months of gestation, and found it succeed. The chil-

<lren when born were small and loose-skinned. Doses

of iodide and bromide of potassium, with liquor, pot-

assie, may also be administered. Begin at the period

of quickening, and carry it on daily during the remain-

der of the
2
ieriod. If jiain of the stomach should be

occasioned, give liquor, bismuthi, and the iodine, and I

iodide of potassium should be given in some infusion of

calumba. If diarrhoea be set up to any seiious extent,
,

check it with opiates. These will also contribute to »

restriction of foetal growth. We have noticed that

the cliildren of opium-eating women are, as a rule,
,

lean, though not unhealthy-looking.

Does Opium, when given to the Mother, cause the

Death of the Child ?—The late wondrously classical

Dr Adams, of Banchory, believed (but his exjierience in

this way was not very extensive) that opium given

largely to the mother tended to destroy the infant.

Our own experience does not coincide with this. We
have one or two opium-eaters—women—who take daily
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5 to 10 gi’ains of hydrochlor. morph., and who yet pro-

duce healthy-looking cliildren. At the same time, it

lias been found in some cases that a large dose of lauda-

num given during labour has apjiarently caused the

death of the child.

CHAPTER XXXIII.

P.A.RTURITION.—CL.ASS II. UNNATURAL LABOUR. ORDER V.

M.AL-POS1TIONS AND MAL-PRESENTATIONS.

343. Diagnosis of the Different Presentations.

—

Before noticing special mal-positions and mal-presenta-

tions, it will be as well to make a few general remarks
on their diagnosis.

Presentations may be divided into longitiulinal and
transvei’se, the former inckuUng all those where the

long axis of the child corresponds with the long axis

of the uterus, such as the head, or breech, or feet; and
the latter, those where the long axis of the child lies

at an angle to the long axis of the uterus, such as arm
and shoulder presentations, back, side, (tc.

Head .—The head may be made out by its roundness
and hardness, its fontanelles and sutures, and at times
by the hair.

Face .—The face, by its irregularity of surface, and
by the nose, which crosses the os, as does the saggital

suture in cranial presentations; also, the mouth, eyes,

and oi’bital ridges.

Breech .—The breech, by its softness, by the cleft

between the buttocks, by the coccyx lying behind the

anus, into which one’s linger can be introduced. The
scrotum, or vulva, may also be felt.

Knee .—The knee, by its rounded shajie, by the
condyles of the femur.
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Foot.
—The foot, by its lying at a right angle to the

leg, by its narrow heel, and the toes being of more
equal length than the fingers, the great one not divari-

cating like the thumb.
Elbow .

—The elbow, by the olecranon, which renders

it sharper than the knee.

Hand .
—The hand, by the unequal length of the

fingers, and the divarication of the thumb, and being
shorter than the foot.

344. Causes of Mal-positions and Mal-presenta-
tions.—The late Sir James Simpson discussed this

subject very fully (see “Obstet. Works,” vol. ii., p. 126).

The causes are mainly as follows :
—

(1.) Prematurity.—This may be owing to the fact

before noticed, when speaking of the attitude, &c., of

the foetus in utero, that the child has not taken up its

usual and common position with the head lowermost.

(2.) Death of Foetus in Utero.—The maintenance

of the position of the foetus in utero is an excito-motary,

and consequently vital act. When it dies, this vitality,

indispensable to a reflex act, is lost, and with it the

normal position of the foetus.

(3.) Various Morbid conditions of the Foetus, such
as Ascites, Hydrocephalus, and Spina Bifida, altering

itsform .
—These act probably by modifying or restrain-

ing the adaptive reflex movements of the foetus. In
cases of hydroceiihalus, moreover, the cause may be

partly also mechanical, for the enlarged head fits the

broadest part of the uterine ovoid better than the

pelvic extremity.

(4.) Causes physically displacing the Foetus, such

as redundancy of liquor amnii, or sudden rupture of

the membranes.

(5.) Plural Births, by altering the shape of the

uterus.

(6.) Spasmodic Contraction in the Walls of the

Uterus.—When these contractions are local and limited,

they alter the normal shape of the uterus. Dr Rigby
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has observed (“System of Midwifery,” p. 1G9) that

“ cross-bii’ths ” are frequently preceded by severe spas-

modic pains m the abdomen. It is possible, however,

that the spasmodic contractions may be a result of the

ti’ansverse position of the foetus, and not a cause, at

least in some cases.

345. (7.) Organic Diseases of the Uterine Parietes.

—Fibrous tumours, which do not always prevent jireg-

nancy (although rather unfavourable to it), may cause

mal-position, by altering the normal form of the uterus.

(8.) Distortion of Pelvic Brim.— Preternatural

presentations are occasioned by pelvic contraction,

especially at the brim. How is this 1 It is believed

that it is owing to the interference with the expansion

of the cervix offered by the narrow brim. In mala-

costeon and rickets (the diseases which commonly
produce distortion), the trunk is generally also de-

formed—tlie ribs approach the jielvis more, and the

abdominal cavity is more shallow. Thus there is less

room above as well as below for normal uterine

expansion. Laterally, however, it broadens out
;

biit

tliis is a shape physically adapted, not for the normal
position of the foetus, but for a transverse one. Hence
“ cross ” budhs are common in extremely contracted

brims, and in rachitic patients.

Congenital Change in the Normal Configuration
of the Uterus.—The uterus is mis-shapen in some
cases. There is a departure from the ovoid figure : it

may bidge out towards the sides, and have its longest

diameter in that direction, instead of vertically. Asa
consequence, when the foetus endeavours to adapt itself,

the long axis of its ovoid mass will be transverse, and
not perpendicular.

Double Uterus.—Here the side or horn containingO
the foetus is sometimes of an iiregiilar shape, necessi-

tating the child to become correspondingly irregular.

Accidental Causation of Preternatural Presenta-
tion.—Falls, jumping, running, carriage exercise, &c.,

Y
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are believed to induce mal-position in some instances.

We may .state that a breech case we had lately was
one where the lady had shortly before arrived in this

country from the East Indies, and experienced rough
weather, with a great deal of rocking of the vessel on
the way. Her previous labours were natural.

Placenta Praevia.—Placental presentation ls another

cause. It interferes with the usual ovoid hgure of the

normally expanded uterus, and thus the foetus, in adapt-

ing itself, does so in accordance with this altered form.

On the Tendency to a Recurrence of Mal-presenta-
tions in the same Female.—Cases are reported where
women have had numerous mal-jiresentations in suc-

cession, and often of the same kind. Madame Renard
published (“Gazette des Hospitaux,” April, 1849), a

case where a patient had the right shoulder presenting

in five successivepregnancies
;
the pelvis was contracted.

Walther records a case where the same jiresentation

occun-ed six times. We have a jiatient who has had
an arm jiresentatiou three times running. The cause

of these successive mal-presentations is very probably

due to deformed pelvis, leading to an alteration in the

ovoid figure of the uterus, of a similar nature each

successive pregnancy.

346. Face Presentations.—In this presentation the

head gets extended, instead of being flexed. In the

fii'st position the forehead is to the left acetabulum
;
in

the second, to the right
;

in the third, to the right

sacro-iliac synchondrosis
;
and, in the fourth, to the left.

We may thus have the forehead as the analogue of the

four-vertex presentations. The most common are the

fii'st and second positions
;
the others seldom occur.

Face presentations happen rarely. Churchill says, once

in 23 If cases. At a recent discussion in the Obstet.

Society of Edinb. it appeared that a good many of the

more experienced Fellows had only encountered one or

two cases. Hecker says the proportion is one in every

168. We shall notice this discrepancy presently.
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Causation.—Dr Ramsbotliam thinks that face pre-

sentations are originally brow ones, and that the change

is effected by the uterine contractions acting strongly

on the foetal body, and pressing down the shoulders.

The occiput remains fixed, or hitches, and thus the chin

is gradually separated from the chest. Dr Hecker, of

hlimich, not very long ago, wrote a pamphlet on the

subject (“ Ucber die Schaedelform bei Gesichtslagen,”

Berlin, 1869), whei’ein he showed that the large majo-

rity of children born, in this way, are dolichocephalous

;

that is to say, the skull is prominent posteriorly, its

height is under the average, and the parietal bones are

narrow, and bulge but little. The occiput also projects,

as pointed out by Matthews Duncan (see paper, “ Ed.

Med. Journ.,” INIay, 1870, and omitted by Hecker). Is

this dolichocephalous condition, then, a cause of this

mal-presentation, or merely a consequence of it?

Hecker does not distinctly say that it is a cause,

thoimh there are indications that he believes it to be

an important factor. Dr Duncan has described the

mechanism of these cases, and he believes that this

form of cranium contributes to the production of this

mal-presentation
;
but there are other causes opci’ating,

such as the curvature arising in many instances from
the right lateral obliquity of the uterus. This curva-

ture ojjerates at the brim, where it is believed that the

mal presentation is initiated. The mechanism, then, is:

—The child is forced down by the natural powei'S, but
owing to the increased length of the posterior cranial

lev'ei’-arm, the occiput dips less than it does in normal
ca.ses, or, in other words, it advances too little, and the

forehead advances too much. This abnormal advance
of the forehead may not go on to a great extent, owing
to the yet greater length of the anterior cranial lever-

arm
;
but if the usual I’esistance offered by the soft parts

is lessened or removed, as it is in extreme right lateral

obliquity, then the forehead will dip unnaturally, and
the occiput descend too little, until complete extension
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of the head is produced. Viewing this riglit lateral

obliquity as a co-oiierating cause, the position of the

women in this country during labour—vk., the left

lateral decubitus—will help to account for the smaller

number of cases met with here
;
while the dorsal decu-

bitus, which we know is very common in many parts

of the Continent, may explain the greater frequency of

the mal-iiresentation there.

347. Mechanism of the 1st Position.—Here the

forehead is, as before stated, towards the left acetabu-

lum, and the chin towards the right sacro-iliac synchon-

drosis, the bridge of the nose crossing the os, as does

the saggital suture in a vertex case (1st cranial).

The right side of the face points anteriorly, and is

more depi’essed than the other in entering the brim.

On making an examination, the finger impinges on
tlie right eye or zygoma, and on tliis part we have the

primary tumour. If it advances slowly through the

pelvis, we will have the tumefaction on the inferior

half of the right side of the face (part of the right

cheek). The chin makes a turn when in the cavity of

the pelvis from right to left, and emerges obliquely

under the arch of the pubis, while the vault of the

cranium glides over the perineum.

Second Position.—Here the forehead points to the

right acetabulum, and the chin to the left sacro-iliac

synchonch'osis. The primary tumour is on the ujiper

part of the left cheek, and the secondary (if there has

been great resistance) on the lower part of the same.

The chin makes the quarter tui-n from left to right

anteriorly, and makes its exit under the pubic arch.

The older authors thought that in these cases the

head emerged from the lower outlet, with the chin

towards the perineum
;
and Smellie has actually figured

it as in this position. But this is a mistake, because

physically impossible.

Statistics .—We have alluded above to the rarity of

the presentation. As regards its influence on the
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motliei’, in 160 cases, 3 died; and in reference to the

child, 1 in 7 were lost.

The diagnosis has been jireviously alluded to. In
examining with the finger, we should take care not to

injure the eye of the child.

Treatment.—A face presentation gives us a tardy

labour
;

it may drag its slow length along in the

Fig. 47.

second stage for double or trelde the ordinary time.
This is owing to the incompressibility of the bones,
which pass first through tlie pelvis, and no moulding
or adaptation can take place. The mother naturally
suffers more. The child’s face is often much dis-

figured by the compre.ssion. If the case were to go on
so long as to threaten exhamstion, we would have to



326 PRINCIPLES AND PRACTICE OF MIDWIFERY.

apply the forceps. Usually, however, this is not the

case. If we exercise a little patience, a quality often

as indispensable to the accoucheur as decision, the

natural powers will accomplish the task unaided by
artificial means.

Sometimes the tumefaction of the child’s face is so

great that a little evaporating lotion may be required,

such as a solution of chloride of ammonium, in water,

with a little spirit added.

348. Brow Presentation.—Brow presentation is a

middle position between fiexion and extension of the

head, or between a vertex and a face presentation. As
before remarked, there is a tendency for brow cases to

become face presentations.

The brow may offer itself in any of the directions

common to the vertex—that is, to either acetabulum

or sacro-iliac synchondrosis. Much more space is re-

quired than when the vertex presents—nearly an inch

more in the longest diameter.

Brow Presentation with the Face Forwards .—The
anterior fontanelle may present with the face looking

forwards to one acetabulum, or another. This is less

favourable than when the brow looks to either sacro-

iliac synchondrosis, because the forehead does not

mould into the arch of the pubis.

Diagnosis.—It is known by the flatter shape of the

forehead, which does not fit into the pubic arch so

well as the posterior part of the head. Then the

larger fontanelle is anterior, and the smaller posterior.

Symptoms and Treatment.—In some cases there is

only a little longer delay than in vertex presentations.

In others, where the pelvis is rather under the average,

the forceps may be required. Even craniotomy has

had to be resorted to. There will always be more

delay and suffering, because more room is required,

but the natural j^owers frequently prove sufficient.

Dr Ramsbotham says that we may succeed at times

in correcting this presentation. Counter-pressure may



BROW PRESENTATION. 327

be tried, during a pain, on one side of tbe brow, jnst

above tbe temple. In thi.s way the chin may be pre-

vented from passing downwards
;

the face may be
forced backwards, and the vertex enabled to descend.

Broio Presentation, the Face Pointing Diagonally

Backwards .—Here the saggital snture can be traced

running from the anterior fontanelle, forwards and
upwards, in the dii’ection of either acetabulum. The
delay here is not so great as in the previous case.

Ear Presentation.—This is about as rare as swallows
with us in winter. We can easily make out an ear;

there is no other part like it. The helix may be felt,

and behind it the occiput.

Treatment .—Wait patiently, and if nature is inade-

cpiate to the task, let art step in.

349. Pelvic Presentations—The Breech.—This is

one of the most common of the preternatural (1) cases.

The breech may present itself at the brim in various

positions, but usually the dorsum of the child looks

towards the back, or to the abdomen, of the mother—
abdomino-anterior and dorso-anterior. In these posi-

tions the back of the foetus is situated neither per-

fectly anteriorly nor posteriorly, but somewhat ob-

liquely, one hip being mere anterior than the other.

The dorso-anterior is more frequent than the other in

the ratio of 3 to 1 (Naegele).

Statistics .—Breech cases occur about once in GO.

About 1 in 3J children are lost.

Mechanism.—In the 1st position the left ischium
coiTesponds to the left acetabulum, and, being anterior,

lies lowest, and presents at the os. On examining,
our finger in the centre of the os touches this part.
“ The bi'eech descends in this oblique position, and it i.s

this pai-t that escapes first from between the labia, the
other ischium gliding over the pei’ineum, and the abdo-
men of the child being towards the inner sm-face of
the right thigh of the mother. As the breast ap-

proaches the lower outlet, the shoulders pass through
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the upper pelvic outlet in the left oblique diameter.

Sometimes the arms are pressed close to the breast

and side of the child
;
but at other times one or both

may be extended above the head, and it may be neces-

sary to bring them down. While the shoulders are de-

scending in the above-named oblique position, the head,

which during the whole progress of the labour rests with
its chin upon its breast, presses into the sujierior pelvic

apei-ture, in the direction of the right oblique diameter
(that is, with the forehead pointing to the right sacro-

iliac synchondrosis), and then into the cavity of the

pelvis in the same direction, or in a direction more
ajjproaching the conjugate diameter. After this, it

presses through the external passage and the labia in

such a way that, while the occiput rests against the os

pubis, the point of the chin, followed by the rest of

the face, sweeps over the perineum as the head turns

on its lateral axis from below upwards.” It is to

Naegel6 that we owe the most valuable facts in connec-

tion with this mechanism.
In the 2nd position, the right ischium points to the

rightacetabulum, isturnedforwai’d and de2U’essed, jiassing

obliquely through the cavityand outlet as in the previous

instance
;
but with its anterior surface directed towards

the left side of the pelvis, and left thigh of the mother,

whilst the head enters in the left oblique diameter.

Diagnosis .—The breech is easily made out by the

marks given before. It has been confounded with a

face jjresentation. In the latter we have the bridge of

the nose lying obliquely across the os. The mouth has

been mistaken for the rectum, but in the breech case

there Ls the coccyx joining the sacrum. Another jioint

in breech cases is the coming away of meconium. It

is sometimes found on the end of the finger after exa-

mination. We have meconium coming away even in

some cranial cases, but, as Collins has remarked, in

these latter, it is in a more fluid state, being diluted

with the uterine and vasinal discharges.
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350. Management.

—

Many bi-eecli cases do well

enough, the laboiu- being only more protracted. If

the pelvis were a little contracted the case might go

on until the symptoms of powerless labour set in, imless

assistance were rendered. In a presentation of this

kind, we should, especially in our examination, endea-

vour to avoid rupturing the membranes. The breech

does not dilate the pai-ts so well as the bag of mem-
branes; therefore, let us get all the benefit from this

that we can. Some of the older authors converted

breech cases into footling. Dr William Hunter, at

one time, did this also. This was a blunder
;
for

although we, in this way, secure a good hold and can
employ traction, unless we are able to deliver speedily,

we destroy the child by compression of the funis. The
reason is, that the breech dilates the jjassages better

than when the legs are brought down, presenting as it

does, with the legs up, greater diameters, and occupying
more time. There is less objection to drawing down
one leg. "We have done so with advantage, instead

of using the blunt hook. The plan, then, with breech
cases, is to ti’ust to the natural expulsive efforts until

the body comes doAvn as far as the navel, protecting

the perineum, however, as the breech makes its exit,

and helping the flexion of the trunk. We may then
relieve the funis a little by pulling it gently down.
The remainder is as in a footling, and which we have
described at length under version. If the breech does
not come down within a reasonable and safe time, we
step in with artificial aid. The forceps may be used,

but they slip readily in a breech case
;
consequently, it

is common to use the blunt hook, placing it over the
groin, or a handkerchief, or the finger. This latter is

preferable to the hook, for the soft fingers will not
bruise like hard steel. We have never had to use the
hook in a breech case. The mortality to the children

seems very high. With experienced practitioners, we
are certain it is much lower. Of course, much depends
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on the dimensions of the pelvis, or, what is the same
thing, the bulk of the child. But Avith an ordinary

pelvis, and an average foetus
;
taking care not to rup-

ture the membranes early
;
giving a good deal of time

until the body is expelled as far as the funis, then

drawing down a loop of the cord, and placing it on
either side of the sacral promontory

;
moreover, not

hiuTying the descent of the shoulders and head so long

as the cord pulsates pretty strongly,—with these pre-

cautions, our foetal mortality will be lessened. Of
course, if the fimal pulsation ceases, we will expedite

the delivery of the shoulders and head. There is nothing

more certain, then, than that an impatient hurrying of

a pelvic presentation—the tearing it aAvay rudely—is

fraught with the utmost danger to the child.

351. Presentation of the Inferior Extremities;

Footling and Knee Cases.—This mal-presentation has

been divided by Naegele into two classes—(1.) With
the toes directed backwards. (2.) With the toes

directed forwards. The first is the most common.
These cases have a mechanism similar to the tAvo

classes of breech presentations noticed.

Statistics.-—Taking British, French, and German
practice, Ave have, according to Churchill, 1 footling

(and knee) in every 105 cases. As regards the foetal

mortality, it is 1 in 2

Diagnosis.—Frequently in these cases the liquor

amnii is evacuated early
;
and on examination we miss

the round, hard head, at the pelvic brim. When a foot

comes doAvn, we have little difficulty in knoAving it, by

the touch and handling. Its point^of contrast with the

hand we have noticed before, as well as the difference

betwixt knee and elbow.

Management.—There is more risk to the child here,

OAving to the passages not being so well dilated, the

legs obviously being less bulky than legs breech.

The danger, as before stated, arises from the pressure

on the funis. Under turning, we have treated fully the
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management of sucli cases. We should take scrupulous

care not to hurry the labour, unless the pulsation of

the funis becomes very feeble, or ceases. Wc must
watch it (the fimis) as the Germans watch the Rhine.

If it pulsates well, we don’t get into a flm-ry; if it

beats feebly, the labour we rather hurry. But, in

doing so, we must keep in mind all those hints about

pulling in the direction of the pelvic curve, referred to

when speaking of version.

CHAPTER XXXIV.

TRANSVERSE PRESENTATIONS, OR CROSS-BIRTHS.

352. Wlien the long diameter of the foetus lies across

the uterus, instead of in cori-espondence with its long

axis, we have transverse or “ cross-births.” In cranial

and pelvic presentations, the long axis of the fmtus is

parallel with that of the uterus, and in those cases the

natural efforts are usually sufficient to effect delivery
;

but in transverse presentations unassisted Nature is

rarely equal to the difficidt task. It would not be very
easy to tell, before the commencement of labour, whether
the fmtus lay transversely or not; still, we do not agree

with those who deem it impossible. To those who
accustom themselves to a good deal of external abdo-

minal manipulation the diagnosis is arrived at with
less difficulty. In a thin individual we can grasp and
define the foetus pretty well

;
and then there is the

alteration in the figure of the utenis, the long axis

being horizontal, instead of vertical. At the same time
we may often be misled

;
for a hydramniotic condition

may alter the shape of the uterus, as also in-cgular de-

velopment of the uterine fibres, and plural cases

—
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t^vins, &c. But granting that Ave were able, by abdo-

minal manipulation, aided by auscultation, to telll

beforehand the kind of pi’esentation, that is, Avhether a i

“cross-birth” or not, there is this to be said, that we
often do not have the opportunity

;
for oiu- fii’st sum-

mons is usually after the labour has been initiated.

353. Presentation of the Superior Extremities.

Shoulder and Arm.—Shoulder.—-The hand, arm, and

Fig. 48.

elbow may be classed with the shoulder, for in these

latter it is often the shoulder that first presents.

All these, indeed, are usually termed arm pre-

sentations.

In arm presentations there are two positions spoken

of ;
the 1st, where the back of the foetus is toAvards the

abdomen of the mother (fig. 48, dorso-anterior), and the

2nd, wheretheback is towards her spine (dorso-posterior,

fig. 49.) Tlie dorso-anterior is fully twice as frequent as

the otlier. There are four sub-varieties of position m
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arm cases, depending on tlie situation of the foetal head,

which may either be on the right or left side of the

mother. In the dorso-anterior })osition, with the head
on the left side of the mother, the right shoulder or

arm presents
;
while if the head be towards the right

iliac fossa, the left arm or shoulder will be the present-

ing part. In the abdomino-anterior jiositions, when

Fig. 49.

the head is to the mother’s left, it is the left arm that

presents
;
and when it is to the right, it is the right

arm. In the former, or dorso-anterior positions, the

head and arm are right and left, in the dorso-anterior

they are right and right, and left and loft
;
this merely

as an aid to memory.
Statistics.

—Rather more than one-half of the children

are lost in presentation of the superior extremities.
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As regards the mother, Dr Churchill says “ that out
of 282 cases 30 were lost, or 1 in 9.” This is a remark-
able mortality, and cannot surely be borne out by the

experience of a skilled accoucheur at the present day,

and with the modern helps of chloroform and the

cephalotribe. We mention this latter because version

is not always practicable.

Diagnosis .—Very often in these cases, unless the

hand prolapses, we are led to suspect a cross-bii’th, by
finding a difficulty in reaching the presenting part, even
after the continuance for a considei-able time of strongO
pains. By bearing down the uterus with the left hand,
while we examine with the right, and if the os is

opened up a good deal, we Avill come upon the present-

ing part
;
but if the membranes are entire, we tell with

less ease the nature of the presentation. Sometimes
the unbroken bag prolapses, of a conical form

;
and it

has been known, where very firm, to have been actually

mistaken for a limb of the foetus. When by the uterine

contractions the shoulder is forced down a little way
into the pelvis, we may get a finger into the axilla

;

the shoulder is also, as previously stated, rounder than
the elbow, and lacks the condyles of the humerus. The
distinction between hand and foot has already been
pointed out.

354. Management of Arm Cases.— Here, as in

breech cases, it is of paramount importance to preserve

the “ bag of waters” as long as possible
;
indeed, it is

more requii-ed here, because version has to be per-

formed. Delay, however useful in many other instances,

is entirely out of place here, for the more delay the

more dangei’. We may wait a little until the os uteri

dilates, say, to the size of a florin—that is, if the mem-
branes are entire

;
but so soon as there is a fail’ prospect

of getting the hand into the uterus, we proceed at once

to turn. If the membranes have been ruptured before

our arrival, we will then use all expedition, the patient

being placed under the influence of chloroform; for
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every minute after this tends to aggravate the pre-

sentation, by pressing the shoulder deeper into the

pelvis
;
at the same time, the uterus grasps the fetus

with increasing tightness and force. Moreover, the con-

tractions of the uterus assume a tetanic character

;

there are no intervals between the pains
;
and thus, on

examining, we find the child encircled and clutched

almost as in a vice. We could not think of attempting

version with the uterus in this spasmodic condition.

First give half-a-grain of tartarated antimony, then place

the female under chloroform. This may relax the

uterine spasm, and enable us to turn. We are not,

however, to force the hand recklessly in. If we meet
with great resistance, we will desist from the attempt,

although with profound reluctance, knowing that the

other alternative is embi'yotomy. The only thing that

will mitigate our grief will be the consideration that,

in all lu'obability, the severe uterine spasm has already

killed the infant by compi’ession
;
and thus we plunge

the perforator not into the living, but the dead !

3d5. Failing to turn, then, in transverse cases, with

the liquor amnii long drained away, and the womb in

a state of tetanus, we must have recourse to spondy-

lotomy or decapitation, both of which operations we
have already described. Some of the older authors

managed shoulder cases, with the arm protruding, in a

stupid and reckless manner. Modern accoucheurs do
not heed the arm, they pass their hand up by the side

of it, and do not dream of making it recede. Our
ancestors, on the contrary, either reduced its size by
incisions

;
twisted it off altogether

;
or pulled strongly

at it, in hopes of thus effecting delivery. Daventer
pinched it and ju’icked it, thinking that the child would
in consequence withdraw the arm, just as

“ The snail, whene’er its horns are hit,

Shrinks backwards in its shelly cave with pain.”

Others used ice with the same view. You sec, the
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mechanism of labour was little understood. When
you pull at a presenting arm with considerable force,

the result is, not the delivery of the child—certainly

not—but the severance of the arm, and (unless he
balances himself well) the jirostration of the stupid

operator on the floor, with the bleeding limb in his

hapless clutches. We reported a case of this kind
in the “ Lancet,” 1870. The practitioner was not, of

course, one of the modern school.

Dr Churchill remarks on the difiiculty of extracting

the head after decapitation, and indicates a preference

for evisceration. We can hardly agree with the learned

Doctor
;

for, now that we have suitable cephalotribes,

much loss difliculty is experienced in seizing the head,

and delivermg it. (See Dr Keillor’s case, reported in the
“ Edinb. Obstet. Soc. Trans.,” 1870.) Spondylotomy,
however, facilitates matters, for you have the arm left

to pull by, after cutting through the spine.

356. Spontaneous Expulsion.—Although shoulder

presentations as a rule demand artificial assistance,

some of them terminate with the delivery of the child

.spontaneously. Such a result imjilies immense uterine

eflbrt, and not only that, but a tolerably broad pelvis,

or what is tantamount to that, a small child. A hundred
years ago, Denman noticed the fact of unassisted ex-

pulsion in these cases. He imagined that during an

inteiwal of uterine relaxation, the shoulder and arm
receded, and the breech came down into the j^elvis

;

and therefore he called it
“ spontaneous evolution of

the foetus.” This was correct, so far as some cases are

concerned, but there is another way, and which is more

common, viz., that so ably described by the late Dr
Douglas, sixty years ago. Dr Douglas first showed

that the superior extremity did not recede, but that

the clavicle presses against the pubis externally, with

the acromion stretching towards the mens veneris. The
strong uterine contractions force the pelvic extremity

of the child, the loins and nates, down into the pelvis.
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and gradually down upon the perineum, which is dis-

tended exceedingly, until ultimately the foetus is ex-

pelled doubled. (See fig. 50.) The superior extremity

then does not recede, but, on the contrary, the shoulder

becomes pressed up, and fixed under the jnibic arch,

this latter being a fulcrum on which the child turns.

As before said, eitlier a small child, or a large pelvis,

and strong uterine action are indispensable to the

Douglasian expulsion
;
and it is a mode of delivery,

therefore, to wliich nature must in many cases be quite

inadequate. The moral is, that we are never to delay

operative interference in expectation of so unusual a

delivery. Besides, it is one engirt with dangers.

There is the sacrifice of the child (which early version

might save)
;
there is risk of laceration of perineum,

and other parts
;
and even the uterus itself may be rup-

tured by the tremendous force of the contractions,

excited by the difficulties—the obstacles—of the case.

Fig. 50,

z
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These contractions are really severe; we have seen them.
Twice it has been our lot to have to deal with these

cases
;
once in our own practice, and another time in a

dispensary case, along with Dr T. Gray, now of Dun-
dee. In the latter we arrived too late for version, and,

besides, the woman resisted efficient ansesthesia. The
pains were terrific, and sufficed to expel a dead child

by the Douglassian plan. A last risk is that attendant

on the use of cutting instruments, but, with care, this

need not be great.

357. Side Presentation.—The side of the infant

may present. We may know it by the ribs; and then,

of course, there are no sutures or fontanelles. Two
ribs and an intercostal space being felt, we can hardly

mistake it for the head. In such a case we must per-

form version.

Back Presentation.—It is very rare to meet with a

presentation of this kind. We may make it out by
feeling several of the spinous pi’ocesses of the vertebrse,

the oi-igins of the ribs, and perhaj)s the scapulie. Here
we must also perform version, or, if this be imjios-

sible, spondylotomy.

Presentation of Sternum.—This is a still rarer case.

In some of these presentations difficult to make out,

such as this one, we should amesthetise the patient,

and introduce the left hand high up. We may then

make out more clearly the true nature of the case, and

happily, also, be able to treat it at the same time, such

as by version. In this case we would feel the sternal

bones, the cartilages of the ribs, and the intercostal

spaces. We must perform turning.

Presentation of Abdomen.—Dr Ramsbotham says

this is the rarest of all the transverse cases, and that he

only met with it once in nearly 200 cross birblis. It

is as well that it is so, for in some cases we might

not be able to reach a foot, and turn without a deal

of difficulty. The presentation is not difficult to

diannose, because we would feel the insertion of the
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cord. We must turn, or cut our way to tlie spine,

and sever it.

Compound Presentations.—There are various com-

pound presentations met with occasionally, such as a

hand and arm, or the feet and hands, or the funis, feet,

and hands together. A head, a foot, and a hand have

also been met with, and the forearm placed across the

back of the head and neck (nuchal hitching of arm).

Sm James Simpson reported one of this latter kind.

He first brought the hand do-wnwards and forwards

;

but the pains becoming weak, he had to seize a foot and
turn.

Hands, Foot, and Funis.—Here wc would grasp a

foot and bring it down, endeavouring by counter-pres-

sure on the head, externally or internally, to make it

recede. Unless we do this, the evolution of the foetus

may be difficult.

Head, Foot, and Hand.—Here we must grasp the

foot, and help up the head by counter-pressure, if

necessary, letting the hand alone. In a case where
the hand descended along with the head (rejiorted by
Dr Gray, in the “Ed. Month. Journ.,” Jan., 1851),

the hand was forced through the vagina, and into the

rectum.

There are two consolatory facts connected with com-
pound presentations, -viz., (1.) They are pretty rare

;

and, (2.) When they occur the pelvis is usually found
very large (this amplitude, in fact, permitting the

tumbling do^vn of j^arts pell-mell), and thus we have
more space for operative procedure.
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CHAPTER XXXV.

PARTURITION. CLASS II. UNNATURAL LABOUR.
ORDER VI. PLURAL BIRTHS AND MONSTERS.

358. Gestation in the human female is usually single,

but when compound oi’ plural, the number is rarely

more than two. Churchill has collected an immense
number of cases, in Britain and on the Continent, and
he finds that we have twms once in 83 cases, and triplets

only once in 7443. It is somewhat singular that plural

cases ai’e more frequent in some countries than in others.

In Ireland and America they are more numerous than
in England or the Continent of Europe. That may be
foi’tunate for tlie far West, where many hands are

wanted to develop the vast resources of the country
\

but it is the ojiposite in the Emerald Isle, wliere there

are too many mouths to fill already, and where starva-

tion is only averted by emigration, with its sad lace-

ration of the dearest ties. Quadruplets are still scarcer

than triplets
;
and 5 still more so. Haller correctly

observed : “Non raro femina geininos foetus parit

;

rarius paulos tres, neque unquam supra quinque.”

In I’eference to the causes of plural pregnancy, there

has been no little speculation. It may be owing to a

redundancy of reproductive force on the part of either

parent. Plural births run in families, as gout and
cancer run in the blood. It is quite common to confine

the same female successively of twins, and she will often

tell you that her mother and grandmother had them
also. Excessive fecundity, therefore, is hereditary.

Statistics, Mortality.—A good many cliildren are lost

in plural cases; Churchill says, 1 in 4. But, tlien,

this is not the result of the labour, because many had

evidently been dead before it set in. It is found fre-
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quently that one child develops normally, and the other

not
;

its grovdh becomes arrested, and it may then be

born dead, or a feeble and puling thing. Tlie one, as

regards development and growth, is independent of the

other
;
and this has been strikingly illustrated in some

cases, Avhere one had disease, such as small jiox, in utero,

and the other was exempt.

The mortality, as regards the mother, is stated to be

about 1 in 30.

Twins are in general of opposite sexes
;
but where

they are the same, it is found that twin-males preponde-

rate. jMales are more liable to be born dead than

females.

359. Symptoms and Signs of Plural Gestation,

Twins, &c.—It is said that we cannot diagnose a plural

case prior to labour
;
but although we grant this to be

difficult, we do not think that it is impossible. As we
remarked before in regard to the diagnosis before labour

of the po.sition of the foetus, careful abdominal manijm-
lation, palpation and auscultation, such as that so

skilfully conducted by Braun, Scanzoni, and others,

will helji us greatly. The following are tlie chief diag-

nostic signs and symptoms of multiple j'regnancy,

although it is not of much importance to be able to tell

twdns before labour :

—

1. More rapid expansion of the abdomen of the

mother.

2. Obliquely or longitudinally placed furrow, or in-

dented line on the abdomen.
3. Perception Viy the mother of two separate foetal

movements at the same time at dilfei’ent jiarts

of the abdomen.

4. Along with the longitudinal sulcus, increased

lateral measurement of tlie uterus.

5. Two distinct foetal cardiac pulsations.

6. Aggravation of some of the disorders attending

the gravid state, such as irritable stomach, back-

pain, down-bearing, oedema of legs, &c.
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Position of Twins in Utero.—The most frequent

presentations are, the one cranial, and the other pelvic,

or footling. This position of the twins seems best

adapted to the normal ovoid of the uterus. Campbell
and Ramsbotham say that cranial presentation is most
prevalent with both. In our own cases, the fii-st has

generally been with the head, and the other one by the

feet. In 1G15 cases I'eported, there were 1084 cranial,

498 pelvic, and 33 transverse.

360. Management of Plural Birth.—Twin s are

often delivered by the natural powers quite unassisted.

The labour may be more tardy, owing to the greater

distension of the uterus, and its being less able to con-

tract upon the contained bodies. It is quite obvious

that it cannot expend all its force upon one, the

other intervening and jireventing this. Usually, then,

the first child is exiielled naturally, and it is when
we apply our hand to the abdomen immediately after

this that we become aware, and without doubt, of the

presence of another cliild. We have seen a young
practitioner mistake a large uterus contracting on the

placenta, and some contained clots for a second child.

When we know that there is another infant, it is our

duty to find out the presentation at once, because it

might be a transverse one, in which case we would
proceed to turn. If a head, or footling, or breech, we
rupture the membranes at once, so as to expedite the

labour. We need hardly point out that there is no use

here in preserving the bag of waters, because it will be

evident that the first child and its bag have done the

work of dilatation already. We would only preserve

it if it were a “ cross birth,” until we got the hand up
for the purpose of version. The interval between the

birth of the first and second twin varies a little.

Ten to twenty minutes is a common period
;
but some-

times the second will come away at the heels of the

other, just by a pain or two. A day or two, even, may
elapse, or weeks. The time, as a rule, just depends on
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the pains, for the pas.sages have been prepared by the

previous child for the easy descent of the next. Where
delay occurs, such as an hour or two, it is owing to the

cessation of pains, the uterus taking a rest. Of course,

if the second child were unusually bulky, this might
cause delay. We said before that when a .second child

is discovered, it is better not to tell the mother, but to

announce the fact symbolically, or hieroglyphically, to

the nurse only. If the woman should suspect a second

cliild, tell her that it will come easily and rapidly away;
this will clieer her up somewhat

;
she will lie inspirited

for the fresh eflbrt
;
and wheii it arrives she will enjoy

a doubly “ sweet forgetfulness of pain and woe.”

361. What to do if the Second Child does not
come away.— If the uterus remains lethargic and
cpiiescent after the birth of the first twin, and does

not otfer to resume its contractions, what is to be

done 1 Various authors have given diverse answei'.s

to this c(uestion
;

indeed, the discrepancy marking
the treatment of the placental stage obtains as greatly

hei’e. Going back more than 100 years, to the time
of Burton, we find him recommending immediate
delivery of the second child by tlie feet, and with-

out waiting for pains (“ Midwifery,” p. 134). Den-
man advises delay for 4 hours, if there be no cause

for delivery sooner. Dr Burns said an liour. Our
ovm method is this ;—So soon as the first child is

born, we begin to make gentle pressure on the

abdomen, as in the placental stage, at the same time
rupturing the membranes. If, in the course of from
10 to UO minutes, no uterine action is set up, then we
administer Licpior Brgotaj

;
continuing at intervals

the abdominal kneading, or rather, gentle pressure.

If these means fail, we bring down the feet without
further delay, trusting to uterine contraction following

delivery; or failing that, to the contraction following

the distension of an elastic organ like the uterus,

as adequate to prevent undue bleeding. Collins has
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pointed out that tlie second child is likely to be still-

born, if left longer than 2 or 3 hours unassisted.

Of course we should proceed to the delivery of the

remaining twin if there were a transverse presentation,

or if the labour were complicated by convulsions,

haemorrhage, &c. As remarked in a previous part of

this work, when we deliver the second child in this

way, uterine pains are usually set up by the process.

362. Third or Placental Stage in a Twin or

Plural Case.—Usually, in twin-pregnancy each infant

has its own membranes and jilacenta, but at times the

two placentae communicate by an inosculation of the

vessels. Sometimes, but very rarely indeed, there is

but one placenta for both, and Dr Tyler Smith has

sujiposed that in such cases the single ovule has con-

tained two yolks, and two germinal vesicles, as is occa-

sionally noticed in bii’ds. If we had been in the habit,

as some are, of placing only one ligature on the coi’d

in single births, we would liere have required to attach

a second
;
for, as we have remarked, there is sometimes

a vascular connection between the two placentae, and
bleeding would result were the placental end of the

funis untied. We do not remove the placenta of the

lirst child after it is born
;
we wait until the second

comes into the world
;
after which both placentae come

away, or if need be, are helped away, according to the

rules previously laid down. It is even more necessary

here than in the case of single births to secure vigorous

uterine contraction, because with the two placentae

there is a much more extensive bleeding surface exposed.

To this end we .should use gentle pressure over the

uterus
;
and if there should be rather more flooding

than ordinary, a di’am of the Liquor Ergotae may be

given with benefit. Aware of this large uterine bleed-

ing “ stump” in twin cases, we should also avoid haul-

ing away the afterbirth forcibly
;

rather by friction

and other means promoting the contractions, and con-

sequently their natural expulsion. The contractions
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are the tourniquet of Nature, and are effectual in stem-

mins: the bleediii".

363. Locked Twins.—It sometimes happens that a

part of both children presents at the same time. It

may be the head of one with a foot of the othei’, or both

lieads, as in fig. 51, where the one is a footling, and the

other cranial. In this figure we have the occiput of the

second child projecting below the chin of the first, and
the head jammed between its neck and the back part

of the pelvis. In other cases, the chin of one is placed

beneath the chin of the other. The state of matters
rejiresented in the cut i.s very awkward indeed. You
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may make traction by seizing the inferior extremities,

but you cannot jmll it downAvards any more than you
can shift the everlasting mountains. If you pull hard
enough, you may get No. 1 doAvn, but then it would be
minus the head. This would be premature decapita-

tion, and therefore unjustifiable and reprehensible. We
simply don’t believe in tumbling on the floor with a
headless foetus in our truculent grasp. If in saying

this we condemn respected brethren, we can’t lielp it.

Better go under the table in the old crapulous style

than in this ruthless way. "What need is there for

pulling Avith such force 1 None whatever. Whenever
you And, in a footling case, that the head won’t come
doAvn Avith a moderate amount of traction—a force, in

fact, insufficient to injure the soft parts, or even kill

the child—you must desist, and adopt some method
less hurtful to the mother. But first examine to see

the cause of the fixture. Place the woman under

chloroform, introduce the left hand, and begin explora-

tion. If it is a contracted pelAus, reduce the head
;

if

it is a case of “ locked tAvins,” operate in one or other

of the ways we are about to notice. We have said that

the head must be reduced, if it Avill not come doAvn with

a fair amount of traction, and our reason for so advising

is tliis : Your strong pulling, Avhile injui’ious to the

mother, is sure to destroy the life of the child, and
may lead to decapitation. Better than these results is

the diminution of the cranium—1st, Because then yoAi

save contusion of the soft parts
;
and, 2nd, Because a

child with a perforated head—the scalp being brought

neatly over the opening—will not hoi’rify the friends

like the spectacle of an infant Avithout its head. We
saw a case some time ago, with our friend Dr Furley,

Avhere we reduced the cranium, after finding that legi-

timate, that is, safe, traction Avould not bring the head

through the pelvis.

364. Treatment.—There are various plans that may
be tried in a case of this kind—that is, Avhere the
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heads have become locked in the manner shown in the

cut. You must, first of all, endeavour to unlock the

heads. Place the woman deeply under chloroform,

and give a little tai-tarated antimony, too, if there is

much tonic spasm of the uterus. Elevate the pelvis

and de])ress the shoulders of the patient. Then insert

the left hand (its back being well greased), and endea-

vour to push back the head of the second child. While
you are doing this, let an assistant seize hold of the

body of the first child, and push it also back. Steady
and by no means weak pressure upwards must be made
by the left hand on the head of the second

;
and if we

succeed in setting it free above the brim, we must hold

it there until the assistant reverses his jiressure—until,

in fact, by downAvard traction he brings the head of

the first child into the pelvis. AVhen Ave have managed
this AA’e are at the goal

;
no farther difficulty is likely

to be ex})erienced. If Ave fail, Avhat are Ave to try

next 1 There is nothing but the sad Avork of a sever-

ance of one of tlie children’s heads. The first child is

selected for cutting, chiefly for this reason, that it is

more exposed to danger, and more likely than the

other to perish. Its neck has been pressed upon, but
that is not a great matter; its funis, hoAvever, is also

liable to compression, and that, of course, will rapidly

kill it. We find out its condition by grasping the
cord. How are Ave to operate! Make the assistant

draAv the child Avell forAvard, so as to bring the neck as

near to you as possible; then, Avith scissors or a blunt-

pointed knife, cut through the neck. You Avill find it,

as a rule, easier of accomplishment in this Avay than
Avith the decapitating hook. The trunk of the child

comes home at once after this. As regards its head,

you should push it Aip with your left hand, if neces-

sary, and thus let the second child doAAUi. If the

natural poAvers are insufficient to propel and deliver

the latter, Ave may employ either the forceps or turn-

ing. The head of tlie second child, Avhich is last to
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arrive, may be delivered by the cephalotribe. Some-
times the head of one child has come down into the
pelvis, and has been jammed there bj^ the head of the

second presenting in the same way. In this case we
must make an assistant push up one head, and deliver

the other by means of the forceps. Dr Graham Weir,
an obstetric physician of much experience, sound
judgment, and skill, dealt successfully wdth a case

of tliis kind in this manner. (See “ Journ. of Med.,”

1800.)

365. Alleged Sterility of the Female in Twin
Births of Males and Females.—It was asserted that

females (human) born co-twin with males were chai’ac-

terized by infecundity
j
but the late Sir James Simpson

investigated the subject, and found this to be erro-

neous. His conclusions were (“ Edin. Med. and Surg.

Journ.,” No. 158) :—(1.)
“ That in the human subject

females born co-twin with males are, when married, as

likely to have children as any other females belonging

to the general community. (2.) That, when they are

married and become mothers, they are, in regard to

the number of their children, as productive as other

females. (3.) That the same law of fecundity of the

female in opposite -sexed twins seems to hold good
among all other unijiarous domestic animals, with the

exception of the cow alone.”

Dr Matthews Duncan’s Conclusions respecting

Twin - Gestation.—Dr Duncan, from investigations

made on this subject, has deduced the following :

—

“ (1.) The largest number of twins is produced by women of

from twenty-five to twenty-nine years of age
;
and on each side

of this climax of fertility in twins there is a gradually increasing

falling off in their number, as age diminishes on the one side,

and increases on the other. (2. )
Twins are not regularly dis-

tributed among births generally; their production, therefore, is

not subjected to the same laws as govern ordinary fertility.

(3.) The mean age of twin-bearing mothers is greater than that

of mothers generally. (4.) Twins increase in frequency as mothers
become older. This forms a striking contrast to the fecundity
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of a mass of wives (not mothers), which diminishes as their age
increases. It accords, however, with the law of intensity of fer-

tility of fertile women. (5.) Newly-married women are more
likely to have twins the older they are. (6.) While the fecundity

of the average individual increases with age till twenty-five is

reached, and then gi-adually diminishes, there is some probability

that the opposite is true, so far as regards twins alone
;

fertility

in twins being greatest when fecundity is least, and vice versit.

(7. ) The actual number of twins, born of a mass of women in

different pregnancies, decreases as the number of the pregnancy
increases. (8.) The number of twins, relatively to the number
of children born in different pregnancies, increases with the

number of the pregnancy. In other words, a woman is more
likely to have twins in each succeeding pregnancy than in the

former pregnancy. The first pregnancy forms an exception to

this rule. (9.) In an individual, twun-bearing is of course a sign

of high fertility at the time. It also, in a mass of women, shows
a high amount of fertility, at least till the time of the birth of

the twins. (10.) It is probable, though not proved, that twin-

bearing w'omen have larger families than women uniformly uni-

parous.”—(See liis able work, “Fecundity, Fertility,” &c., before

alluded to.)

Are Plural Births an Abnormality!—Dr Arthur
Mitchell, whose recent “Morisoihan” lectiire.s on in-

sanity awakened so much interest, has arrived at the

following somewhat startling conclusions on this ques-

tion :

—

“ 1. Among imbeciles and idiots, a much larger proportion is

actually found to be twin - born than among the general com-
munity. (2.) Among the relatives of imbeciles and idiots twin-

ning is also found to be very frequent. (3.) In families where
twinning is frequent, bodily defects likewise occur with fre-

quency. (4.) The whole history of twin-births is exceptional,

indicates imperfect development and feeble organization in the
prod<ict, and leads us to regard twinning iir the human species

as a departure from the physiological rule, and, therefore, inju-

rious to all concerned. (5.) When we pass from twins to triplets

and quadriqjlets, everything we know regarding these latter gives

support to the general conclusions in (piestion.”—(See “ Med.
Times and Gazette,” Nov. 15, 1862.)

3GG. Monsters.—Now come we to the mi.s.shapen

children—“monsters, witli miscreated front,” some of
them “dreadful and deformed.” We have not space
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to enter largely into tlie subject of monstrosity, but
must be content with a very brief reference to it. It

is usual to divide them, as Buffon did, into four vaiueties

:

(1.) Those with a deficiency of parts. (2.) Those with
a redundancy. (3.) Those with misshapen parts. (4.)

Those with misplaced parts.

(1.) Deficiency of Parts.—This variety is the most
common, and includes such cases as hare-lips, split

palate, and spina bifida. The parietes of the abdomen,
above the pubis, are sometimes deficient, exposing the

bladder. The bladder, itself, too, is found defective,

its mucous membrane being continuous at its circum-

ference with the skin, and forming a red and very

sensitive tumour. The pubic bones are separated by a

fissure, and the recti muscles are split. The muscles

and skin around the navel are frequently defective.

Then we have legless and armless children, &c. In
regard to these intra-uterine amputations, it is singular

that tlie deficiency is usually on the left side. The
most common variety is that of amputation of the left

arm, perhaps a little below the elbow, with one or two
rudimentary fingers on the stumji. Such cases are by
no means rare. Sii’ James Simpson thought that the

fact of the embryo usually lying on the left side

might account for the defect being commonly on that

side.

Anen-cephalous Children.—In these, which are pretty

frequently met with, there is a “total want of the bones

at the side and upper part of the cranium, as well as

of the brain and the membranes covering it. The
basis cranii is mis-shaped, and covered by a membrane
continuous with the integuments. There is no fore-

head, and the skull runs backwards from the super-

ciliary ridge. Sometimes, under the membrane at the

base of the skull, there is a quantity of soft pulpy

matter, but oftener the medulla commences abi'uptly.”

These children are fully developed otherwise—indeed,

bulkier than the average—showing, as has been
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pointed out by diftereiit antliors, tluat the brain is not.

indispensable to intra-uterine growth. We liave seen

a number of these cases, and tliey are certaiiily not

rare. Rudolphi, of Berlin, pointed out that this form

of deficiency—the anencephaloid monster—was the

result of intra-uterine hydrocephalus.

367. (2.) Redundancy of Parts .
—Under this variety

we have supernumerary toes and fingei's, bi-headed chil-

dren, infixnts joined together, like the Siamese twins,

and others. There are some children born, too, with

the parts of other fcetuses attached to them.

(3.) Children loith Misshapen Farts .—In this variety

are embraced cases of club-foot, imperforate rectum,

urethra, oesophagus, &c.

(4.) Cases of Misplacement .— This is the rarest

A'ariety. The older authors retailed cuiious stories of

arms gi’ow’ing from the sacrum, and legs sprouting

from the sternum, but they drew not a little on the

fancy. The viscera have frequently been mal-placed,

sometimes abdominal organs being in the thorax, and

thoracic parts below the diaplmagm. The heart has

been found on the right side.

IMonstrosities of all kinds seem to be hereditary

;

and it is a curious fact, that in the case of tw^ins, if one

has a deficiency, whether of redundancy or the opposite,

the other is pretty sure to have the same. Twins have
been born, both having spina bifida, others with super-

numerary toes or fingers each, or an enlarged clitoris,

&c., &c. Women In-ing forth monsters successively.

Dr Menzies, as previously noticed, delivered the same
lady three times successively of children marked by the

defect of spina bifida.

368. Causes of Monstrosity.—In cases such as the

Siamese twins it is supposed that union takes place

after the foetuses have grown a little. The membranes
may have been imperfect, and the bodies of the chil-

dren have then come into close contact, and united by
their cuticular surfaces. There is a potent formative
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jiower in the vascular system of the foetus, and vessels

may soon shoot from one child to another.

In regard to the other monsters—those where there

is excess or deficiency—it is speculated that the ovule

is imperfect before fecundation, or that there is a dis-

Fig. 52.

proportionate admixture of prolific particles during

impregnation. Again, it is supposed that the departure

from a normal state takes place subsequent to con-

ception, owing to an irregular vascular distribution

or excessive vascular excitement at one part, and

diminished excitement at another. Thus the vessels
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Fig. 53.

of one part, being more plentiful or more active, give

rise to an excess of growth, while those of another,

being fewer and less vigorous, occasion a deficiency of

parts.

Richerand contributed a most valuable fact in con-

nection with monstrosities,

and which throws a deal of

light on the subject. He
placed the impregnated ova

of a tench in a confined vessel,

where there was no room for

the numerous progeny formed
to disport themselves, but
where, on the contraiy, they
rubbed shoulders (so to speak).

The consequence was that

they adhered to each other

—

the compound being mon-
sters. (See “ Elem. of Physiol. Trans.,” 1815, p.

462.)

In the vegetable kingdom it is observed that two
fiaiits coalesce in a similar manner.

Delivery of Monsters.—The management of these

cases w'ill depend on the nature of the monstrosity.

In many instances, no interference will be necessary

;

in others, to which we shall refer presently, some part

or parts of the monster may have to be lessened. In
hydrocephalus we have to perforate the head often

;

at other times, when not unusually enlarged, it be-

comes moulded by the pains and the passages, and
passes out unreduced. In some cases the abdominal
viscera have been abnoianally developed, and eviscera-

tion has had to be performed before delivery could be
accomplished. Dr Andrew Key, now of Montrose,
reported a case, some years ago, where great delay was
occasioned by hypertrophy of the kidneys of the foetus.

He succeeded, after much toil, in efiecting delivery,

without disembowelling. It was a breech case, and
2a
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he was thus enabled to make strong traction by gi’asp-

ing the extremities. (See “ Ed. Med. Journ.,” July,

1862.) A rather unusual case was reported in the
same journal, in September, 1862, by Dr James Sidey.

The head remained many hours impacted at the brim,

owing to a preternatural breadth of the child’s face.

The malar bones were much enlarged. No reduction

of the child, however, had to be performed.

369. Double Monstrosity .—It is the double mon-
strosities that give most trouble, and are most difficult

to deliver. Take a case where two bodies are joined

together at the side of the sternum or abdomen. The
best presentation in such cases is pelvic, or by the feet.

If the heads present, and after finding out that it is a

double monster we have to deal with (by its not coming
down, and by us exploring in consequence), we must
proceed to turn. After getting this efi'ected, we make
traction on the lower extremities of only one child.

In this way the head of the one we are pulling enters

the brim before that of the other, and the prominences
of one foetus dovetail into the depressions of the other.

In some cases, when these double monsters have pre-

sented cranially, one head has come in advance of the

other, the second head dipping into the hollow between
the shoulder and head of the other. The forceps is

then applied to the head that has entered the pelvis

;

but there may be much difficulty in getting it down.

Its delivery in this way is by doubling up. In such a

case a head will likely require to be reduced, or the

neck cut through with scissors.

Bicephalous Monsters .—In these cases, if the feet

present, we must make traction by seizing the lower

extremities, and then endeavour to get one head to enter

the brim before the other. If unsuccessful, we must
sever one of the heads, and, after delivering the body,

extract the second head by means of the cephalotribe.

Aceplidov^ Cases .—These are often tedious and pro-

tracted, owing to the fact that the children are usually
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huge. They often necessitate the use of the forceps.

We have known the soft tumour at the back of the

neck mistaken for the scrotum, and the accoiicheur

conclude that he was dealing with a breech case.

There is a tendency to htemoiThage after delivery in

such cases, and we recommend ergot to be given so

soon as the child is born. This will help to lay an
arrestment on it. On this subject the memoir of Dr
W. Playfair (“Loud. Obstet. Trans.,” vol. viii.) may
be perused with profit.

370. Preventive Treatment of Monstrosity.—This

may appear to be a curious subject to touch on, but
we believe it to be a deeply interesting one, and that

it has been neglected in many quarters. We cannot
certainly pi’event a heart from occasionally deviating

from its normal locality
;
or abdominal viscera from

invading the thorax • or fmtuses embracing each other

in that intimate way seen in the case of the Siamese
and other twins

;
or the clitoris in some cases from

enlarging hugely
;
or the debris of one embryo from

dangling from the body of a normally-developed one.

No
;
but we think some beneficial work may be done

in those instances where we have arrested develop-

ment—deficiency of parts, such as in spina bifida,

anencephaloid monsters, gaping umbilicus, fissured

pubis, and incomplete bladder. Take the anencepha-
loid cases first. Well, Rudolphi demonstrated that

these were due to embryonic or intra-uterine hydro-

cephalus. The normal development is arrested by an
excessive secretion of fluid within the cranium. How
is this redundancy occasioned 1 Lugol says it is the

offspring of scrofula. If this be correct, and we
believe it to be so, why, then, treat the strumous taint

in the mother in the mo.st efficient manner, and with

all available means. Give her plenty of fresh air,

plenty of iron, plenty of iodide of potassium, and stint

her not in cod-liver oil. At the same time, lay an
embargo on her in regard to breeding. She is quick
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to conceive, but let her avoid the means until her
system has had time to alter and to become stronger

;

then may her offspring be also more vigorous and
healthy. See to the father’s condition likewise. If

he, too, is a strumous subject, subject him to a course

of anti-scrofulous treatment. Is he syiihilitic ? If so,

combat that malady, for it is intimately related to

scrofula.

371. In those cases where the origin of the defect

is ovular—where the little ovule is imperfect or de-

generate—this may either be due to weakness of the

ovaries or to a want of constitutional strength in the

woman. But in all likelihood there is again a strum-

ous explanation, requiring the same alterative and
tonic treatment. But, in addition to this, we should

be inclined to recommend, in all cases where there was
deficiency of parts, vigorous and persistent topical

treatment, such as friction over the ovaries, shower-

bath, galvanism, and inunction with a stimulating

ointment. Of course, we cannot overlook the fact of

the hereditary nature of monstrosity; but this need

not paralyse our eftbrts in the way of treatment, for

hereditary morbid states are amenable to amelioration,

and may in a generation or two be outrooted. A man
born with a diseased liver, or a woman born with a

degenerate ovary, may never live to see these organs

restored to perfect health
;

but just as we see the

hereditary martyr to gout spared many pangs by

regimen and other curative means, so these other dis-

ordered organs may be benefited not a little, if not

entirely cured.

In cases of deficiency of bone, such as spina bifida

and anencephaloid monstrosity, it has occun-ed to some

to treat the mother during pregnancy with the salts

which go to constitute bone, such as the phosphates of

lime, soda, calcium, ikc. In so far as these go to

combat the scrofulous condition, they will no doubt do

good, but it is an error to think that these salts will
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achieve the object of preventing deficiency by giving

them only during gestation. If they were appropriated

directly by the osseous system, we would expect speedy

benefit
;
but we have no reason to believe that this is

the case. They should be given to the female, then,

for a long jieriod, and independent of that of ge.sta-

tion
j
in short, they form part of the treatment, not of

spina bifida, but of the strumous state, which is the

cause of it.

CHAPTEK XXXVI.

PARTURITION.—CLASS III. COMPLEX LABOUR.—ORDER I.

PROLAPSE OF THE FUNIS, UMBILICUS, OR CORD.

372. The cord sometimes comes down by the side of

the head, or breech, especially when it is long. This

descent of the funis, would not impede labour, but yet

it demands operative interference in order to save the

child, or, at least, to avert from it a considerable danger.

This risk, it will be obvious, arises from the compres-

sion to which the cord would be subjected between the

fcetus and the pelvic wall during the child’s descent.

Causes .—Length of cord, contracted brim, relaxed

cervix, ic., in multipai’a. Implantation of placenta low
down in uterus. (See the younger Naegele’s essay.)

Statistics .
—It occurs about once in 200 cases, and

out of a gi'oup of 722 cases collected by Churchill, it

killed fully more than onedialf of the children. In
ordinary practice, however, the mortality need not be
anything like this

;
indeed, if we are called in time, we

rarely fail to preserve the infant. The delay is what
leads to danger, and, doubtless, many chilch’en have
perished before the doctor’s arrival.
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Diagnosis .—We have found that funis presentation is

easily made out even by the comparatively inexperienced
student. He will be doubtful whether a particular

presentation be hand or foot, knee or elbow, especially

if the membranes are entii’e; but he rarely, if ever,

mistakes the soft, rounded loop of cord, and then he
feels its pulsation between his fingers.

Treatment.—^Various methods have been suggested.

Denman and others recommended turning, and where
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there is space, and liquor amnii, this is a desirable
plan. You deliver pretty qnickly in this way, and
often save the child. Another j^lan is to gi’asp the
cord gently, and carry it to the side of the pelvis. This

ti)

S

is not satisfactory, because even there it may be pressed
upon. Another method is to place it away up above
the presenting part, and maintain there it until the
latter comes well down, when it cannot then descend
before it.
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373. Postural Method of Dr T. G. Thomas.—This
gentleman has suggested a new plan, simple, yet in-

genious, consisting of a change of the woman’s posture.

He considers that the causes of a persistence of a pro-

lapsed cord (after it has come down) are—(1.) Its

sUpperiness. (2.) The inclined plane j:)resented by the

uterus, for its facile rolling out. (See fig. 54.) These,

being the causes, he recommends that we invert this

plane, by changing the position of the woman. By
placing her on her knees with the head down upon the

bed (the posture often resorted to in operations on the

uterus and vagina), you invert the plane entirely, and
thus the slippery cord glides and gravitates down in

the direction of the woman’s umbilicus—away, in fact,

towards the fundus uteri—wdth the same facility that

marked its descent, in an opposite direction, when the

female was lying on her back. (See fig. 55.) When
the funis is out of the way, we should, if necessary,

stimulate the uterus to vigorous contraction either by
abdominal friction, or ergot, or both. When the head
(or breech, as the case may be), has entered the pelvis,

the patient may be permitted to resume the ordinary

position.

There can be no doubt of the great utility of Dr
Thomas’ method of dealing with this complication, and
We can bear our testimony to its utility. Professor A.
Simpson published a case in the “Ed. Med. Journ.,”

April, 1864, wherein he found it to answer admirably;

and, in the same paper, he adds other valuable collateral

observations. It seems very singular that so simple a

plan was not previously thought of, but this has often

been the case with discoveries. Those on the surface,

under our very eye, as it were, remain long unheeded

—

ein unhekanntes land—while others, in deep and seem-

ingly fathomless abysses, are drawn up, pearl-like, into

the noonlight of detection. Dr Kiestra’s suggestion

was certainly made prior to Dr Thomas’ (see “ Canstatt’s

Jahresbericht,” 1856, vol. iv., p. 514), but then he
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simply recommended the patient to be jjlaced on her

side, with the pelvis elevated.

The re-position of the funis, we ought to have stated,

has hitherto been effected by the hand, or by devices,

such as a strong gum-elastic catheter, with a ligature,

or a stilette, with a ring at the extremity, made to

open and close. These contrivances and others are

likely to be in gi'eat part superseded by the Thomasian
method.

Of six cases of our own, and two in dispensary prac-

tice (all of which were successful as regards the safety

of the child), three were treated by version, two by re-

position with the hand, and one by the postural plan.

CHAPTER XXXVII.

PARTURITION.—CLASS IV. COMPLEX LABOUR.—ORDER II.

RETAINED PLACENTA.

374. Retention of the Placenta.—The placenta may
fail to come away from diverse causes. (1.) From
uterine inertia. (2.) From irregular or hour-glass con-

traction. (3.) From spasm of the os. (4.) From
morbid adhesion.

(1.) Uterine Inertia,—Here, if we could not excite

the womb to contraction by extei'iial manipulation, or

the application of a cold cloth over the belly, or the

administration of ergot, we might introduce a finger or

two, or the hand, cautiously into the uterus. We have
seen this prove effectual. If the inertia persisted, and
bleeding occurred, we would require to grasp the jfia-

centa, and bring it away. Then the other measures
might compel contraction. If not, there woidd, any-

how, be less risk of flooding, owing to the recoil of the
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elastic uterus. In some cases tlie womb remains flabby,

and even relaxes, after contracting to a great extent.

In such instances, we ought to grasp it firmly in the

hand, and force it, so to speak, into smaller bulk
;
at

the same time, more ergot should be given.

(2.) Irregular or Hour-glass Contraction.—This

extreme contraction of only a part of the womb, lead-

ing to its division into two chambers, communicating
by a narrow canal (the constricted part), and re-

sembling an hour-glass, is denied by some writers
;
but

we are as sure of its existence, as we are that a new moon
mil succeed the old one, or that those “mysteries in

stone and lime,” the pyramids, which we have never

seen, are a reality, and not a fiction. Our belief is

based on personal experience
;
we have encountered the

abnormality. On three occasions, now, having had to

introduce om- hand for the
2
iui'pose of extracting the

afterbirth, we have been astonished to find, on entering,

that said placenta was not to be found. Going a little

higher, however, we have found a second os, as it were;

and above that the article we were searching for. In
these cases the constriction apjieared to be about the

junction of the neck and body of the uterus, and we
are of opinion that the spasm is concentrated at the

internal os usually, although analogy, and not a suffi-

ciency of examples, leads us to that conclusion. In

some cases we find the spasm intenser at the external

os than anywhex’e else
;
may it not also be extreme at

the internal one 1 In both, also, ergot had been admi-

nistered in a pretty large dose
;
but whether the oxy-

toxic occasioned the ii-regularity or not, we shall not

venture to say. This is alleged to be one of the causes;

others are jirotracted labour, and an “ irritable consti-

tution.”

Treatment .—Uterine spasm, irregular or paidial con-

traction, is now successfully combated by chloroform.

A full dose should be given; and often while the female

is under its potent sway, the S
2
iasm relaxes, and the
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placenta come.s away. A little external manipulation

may be employed, if need be.

375. (3.) Spasm of the Os and Cervix—Encysted
Placenta.—The afterbirth is sometimes also encysted

fi’om extreme contraction low down, and the want of

it in the body of the womb. We have seen the os and
part of the cervix become like a girdle of iron, and
nothing could pass until it was relaxed. The treat-

ment, as before, should be by chloroform, amply ad-

ministered.

Sometimes there is an undue contraction of the cir-

cular uterine fibres, making the iiterus into a kind of

cylinder. This grasps the placenta, and retains it. The
treatment is the same as in the previous cases. In
addition to the anajsthesia, we may here, and in hour-

glass contraction, pass up the hand in a conical form,

steadily and firmly, and thus exhaust, as it were, the

organ, unless expulsion follows the administration of

the chloroform.

(I.) Morbid Adhesion of the Placenta.—This is due

to the lymph thrown out in placentitis, or to cancerous

and calcareous deposit. It is not a common complica-

tion, although juniors, on entering into practice, arc

often fancying that they have caught a case. There is

a good deal of danger in connection with this abnor-

mality
;

first from flooding, and then from the risks of

separation, and the consequences of it. If the adhe-

sion be complete, the mouths of the utero-placental ves-

sels are closed, but in partial cases this is not so, and
the hsemorrhage may be profuse and alarming.

Diagnosis of Morbid Adhesion.—There are no
reliable indications until after finding that the placenta

does not come away. Even during strong pains we begin

the work of extraction. The history of the case may
help a little. If the woman has had a fixed pain on a
part of the uterus during pregnancy, this may augur
placental inflammation. Another suspicious circiim-

stance is, that where there is adhesion the uterus will
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remain larger—will present a broader surface to the
hand, on applying it over it.

376. Treatment.—Introduce the hand carefully into

the uterus, and separate all the non-adherent portion

from the adherent. No force should be employed to

tear this latter away, but it should be left to break
down and be dischai’ged with the lochia. Constitu-

tional evils may arise from the absorption of the decom-
posing remains of the placenta, but this cannot be
helped. There would, most probably, be more evil

inflicted by a forcible removal of the adherent paid;. i

Of two evils elect the smaller one. If the discharge in

a case of this kind should happen to be very offensive,

the foetor may be corrected by tepid injections, consist-

ing of permang. potass., gr. ij. to the oz.
;
or carbolic

acid, gtt. iij. to the same amoimt of water. Tepid
water should also be thrown up the vagina three or four

times daily.

Absorption of the Placenta .—Distinguished authors,

such as Naegele, Velpeau, and Rigby, believed in the

actual absorption of the placenta by the uterus where
it had been retained. Examples have been recorded,

but, notwithstanding the wondrous devices and re-

sources of nature, we plead guilty to some scepticism

on the subject. The absorbent or other vessels of the

uterus could not take up this mass until disintegration

had taken place, and that putrefying material could

thus be safely absorbed seems to clash with all expe-

rience. Another and more probable theory is, that the

part retained becomes organised, and blended with the

uterus itself.



FLOODING. 3G5

CHArTEE XXXVIII.

P^VETURITION.^—CLASS V. COMPLEX LABOUH.—ORDER I.

FLOODING, HyEMORRIIAGE.

377. Flooding during gestation is rather a grave

complication, and unless properly gi-apj)led with, may
lead to serious consequences. We have alluded already

to that luemorrhage which hajipens during the earlier

months as the result of abortion
;
now we shall notice

that occurring at a more advanced period of pregnancy,

and after the biidh of the child.

(1.) Accidental Haemorrhage.—This is the flooding

which arises from the accidental and limited sejiaration

of the placenta, this oi’gan being placed in its usual

site. The vessels passing between the uterus and
placenta are lacerated, blood is efiused, and gradually

forces its way to and beyond the edge of the placenta,

thus separating it. In some cases the blood does not
escape, but coagulates on the uterine surface of the

placenta.

Statistics .—Out of 257 cases of this variety, 34 were
fatal to the mother, or 1 in 7.

Causes.—This kind of flooding is distinguished from
the next or unavoidable by the placenta not being
within the cervical zone. The partial separation is

due to some, accident, and not to the expansion of the

cervix, as in placenta pnevia. The history is generally

that of shock, violent exertion, straining, coughing,

jumping, falling, &c. Plethora, mental emotion, irre-

gular or spasmodic contraction of the uterus, are also

named as causes.

378. Symptoms.—There may be luemorrhage appear-

ing externally, or there may not, for the placenta may
remain attached all round, not yielding to tbe jR’essure
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of the effused blood. Some cases have proved fatal

without any external flooding. When there is this

latter, it may come in a small stream, or in gushes,

ceasing when the uterine pain begins. There may
even be such a flow of blood as to compromise the

woman’s safety. There is usually a dull or aching

pain in the abdomen and back, feeling of distension

and weight in a pai-t of the belly, which swells, and
becomes firmer and tenser. Rigors come on, and
faintness, with debility. The jDulse grows feeble and
fluttering, a cold sweat breaks out, the countenance

becomes sunken, and a dark cii’cle gathers around the

eyes. Dimness of vision, sighing, ringing in tlie ears,

restlessness, vomiting, hurried breathing, sense of

suffocation, convulsions, have also occurred, and been
the prelude of death. Some of the symptoms, and
their extent and severity, depend on the amount of

blood lost, but yet the separation of a very small por-

tion of afterbirth has sufficed to kill.

Labour-pains may, or may not, come on when the

separation and flooding have occurred. When they

do, the bleeding is arrested, but begins again dui’ing

their cessation.

The child is likely to perish if the bleeding be

profuse.

Diagnosis.—This form of haemorrhage may be dis-

tinguished from that in placenta praevia by its arrest-

ment during the pains. In placental presentation the

pains bring on the discharge, while here they stop it.

Another point is that in accidental flooding, on

introducing the finger into the os, we detect the

membranes, whereas, in unavoidable haemorrhage, it is

the placenta we touch. Fui’ther, we may be able to

make out an antecedent cause, such as an accident of

some kind. Lastly, in the form of bleeding under

consideration, there will likely be the tenseness over

the part of the abdomen corresponding to the site of

the placenta, with aching pain, &c.
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379. Treatment.— The treatment of accidental

lisemorrhage, if happening during labour, or if in-

augurating or initiating labour, must be set about

without a moment’s delay. If the membranes are

unbroken, Ave proceed at once to rupture them, in order

that the utems may contract upon the foetus and
placenta, and thus help to arrest the lioAv of blood.

If the utenis does not act vigorously after the liquor

amnii is thus artificially discharged, Ave must give

ergot, and use abdominal friction, grasping the nterus

as firmly as Ave can, and compelling it, as it Avere, to

contract. Some brandy should be given if the Avoman
is faint, and cA'en whether she is faint or not, if the

pulse has got .someAvhat feeble and quick. This Avill

not aggravate the Hooding, but, on the contrary, enable

the uterus to contract more firmly. If labour does not

go on speedily, we must trust no longer to the natural

powers, aided by oxytoxics, but get the uterus emptied
as fast as we can. If the foiceps can be applied, they
are to be used

;
if not, podalic version must be per-

formed. Of course, by nqituring the membranes, Ave

haA’e rendered turning more difficult
;
and on this

ground some autliors, such as Hamilton and Burns
(men of Amst and Availed experience), haA’e objected to

it
;
but the treatment is not on that account to be

condemned, for it very frequently proves effectual.

We can never say beforehand that rupturing the

membranes Avon’t succeed
;
and, seeing that it is often

of striking utility, Ave do not let exceptional failures

prevent us from canying out the plan, even supposing
the doing of it renders other measures more difficult.

If we did so, Ave might also avoid tiying version in

contracted brim, because embryotomy has sometimes
to be performed after it, or embryotomy in extreme
distortion, because the Ciesarian section has occasionally

had to follow. If avc were prescient, Ave miglit hit the

right thing at once. In performing version in a case

of this kind, Ave would requii’c to keep up the Avoman’s
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strength with stimulants, to move her about, or fatigue

her as little as possible, and to operate with all possible

dexterity. Fox-, if she has lost much blood, and is

reduced to great feebleness, the opex’ation will be a
considerable shock to her. Still, her only chance is in

the evacuation of the uterus, in such circumstances

;

and whei’e the natural powei’s are totally inadequate,

we must adopt the speediest plan. If we do not deliver,

she is likely to pex-ish
;

if we do, she can do no more
than succumb, and will likely do less.

380. Dr Robert Lee has sometimes pei’foi’med ci’ani-

otomy in these cases, where the woman was greatly

exhausted, “ fearing,” as he says, that she might die

during the operation of tui-ning.” The doctor had a
good many fatal cases

;
but still we shall not presume

to say that jxei'foration and the ci-otchet were not pre-

ferable to vei’sion in some of his cases. Of course, if

the operation were a tardy matter, as in distorted pelvis,

that would be a very gi-ave jxroceeding in the presence

of gi’eat exhaustion
;
but only a few minutes were occu-

pied in perforating and delivering by the crotchet. We
should always try the forceps before pei’forating, how-
ever, if we hnd version impossible. Other modes
of treatment have been recommended in accidental

hsemori-hage, and especially if the woman has not

reached the full term of gestation, and the bleeding is

moderate. Tempoi’isiug means have been suggested,

such as rest in bed, on a hard and cool mattress, with

a low temperature in the room, iced drinks, enemeta

of cold water, and the tampon
;
astringents also, such

as gallic acid, dilute sulphuric acid, solution of pei’-

nitrate of ii’on, cannabis indica, and opium. In i-eference

to this temporising plan, we have our doubts. Some
may thus be cai'ried to the full time

;
for we have seen

placentae shewing clots, and other evidences of a partial

sepai’ation of the afterbii’th, and which separation did

not excite labour; but a vigilant watch would have to

be kept, in case of a dangerous bleeding.
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381. As regards the tampon or plug (cotton wool,

or sti’ips of lint, ikc.), it will rarely jilay a very useful

part liere. Stuffing the vagina may prevent the blood

flowing externally, but it cannot avei-t internal Inemorr-

hage
;

for, as pointed out by Hunter, Denman, Merri-

man, and Ramsbotliam, the uterus can contain a good

deal more than the foetal body and its appendages

towards the end of gestation. It would be a very

lamentable jiliglit to find oneself in, if, after we had
plugged, and thought the woman secure (seeing no
external sanguineous flow), she were seized with a mortal

syncojie. We would only sanction the tampon, then,

after discharging the liquor amnii, and where there

might be most unconquerable rigidity of the os. Tlie

membranes being ruptured, there would be less chance

of an internal and concealed flow
;

phlebotomising

unseen the hapless female, until she liad too little left

to sustain the cardinal vital acts. We must add a

word about opium. We find it is common in not a

few text-books to I'ecommend it as one of the anti-

hsemon’hagic remedies in uterine bleeding. The grounds
for this we cannot understand. It is true, opium has

a twofold action, according to the dose given and the

period that elapses after it is administered
;

it stimu-

lates and depresses. But if we want a stimulant, we
will select brandy, or good whisky, in prefei’ence

;
and

as regards its other function, when in flooding do we
wish to depress 1 Professor Murphy, a very able

authority, too, says that as exhaustion increases we are

to increase the dose ofopium largely (“ Midwifery,” 2nd
ed., p. 443). AVe should say that this wa,s the culmi-

nating cause for its rejection. The soothing power of

the drug might be useful where there was much nervous
irritability, but we should take great care to be very
sparing in its employment. AVhy, above all things we
desire vigorous uterine contraction in accidental flood-

ing
;
but that is not to be achieved by means of opium.

On the contrary, by means of this drug we sap uterine

2 B
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energy. Its action is antagonistic to ergot here, and
to place it side by side, and on the same platform, with
this oxytoxic, is as absurd as it would be to class

strychnia and opium together in the treatment, say, of

jiaralysis of the gut or bladder. We think the doctor

might be slain by a pebble from his own sling. He
has written ably on the relation between nervous power
and muscular contraction, and shown how indispensable

the former is to the latter. This we believe to be sound
and true

;
but we have yet to learn that this nervous

jiower can be sustained by opium. But there is not
space for more under this head

;
only let us use the

language of Dr Ramsbotham, and say “ we have little

faith in the power of opium to suppress (uterine)

hasmorrhage.

In profuse hajinorrhage, threatening death, the pro-

priety of performing transfusion ought to be considered.

CHAPTER XXXIX.

PLACENTA PREVIA, PLACENTAL PRESENTATION, OR
UNAVOIDABLE HAEMORRHAGE.

382. This variety of flooding is occasioned by the

separation of a portion of the placenta from its attach-

ment to the uterus, the separation being the result of

the expansion of the cervix and os towards the end of

pregnancy. Normally, the placenta is attached to the

cavity of the fundus (usually its right side), but here,

by a most unlucky mischance, it has become afiixed

within the cervical zone. It is sometimes placed over

the whole of the os and cervix, in which case it is

termed placenta centralis (fig. 56)

;

at other times it is

attached over a part of its margin, and a portion of the
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cervix, when it is called j^lacenta lateralis. In cither

case, but particularly in central iinjilantation, the ex-

pansion of the cervix during the latter period of gesttx-

tion, and the dilatation of the os at its close, cannot

Fig. 56.

PLacenta Pnuvia.

take place without separation of a part of the after-

bii-th, and consequent hremorrhage. The bleeding has
tlms been termed unavoidable.

There have been various explanations given of this

erratic inseidion of the placenta. The older authors
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believed that it was originally at the fundns, but that
somehow it had got loosened, and then gravitated

towards the os. This view may have been plausible

enough considering the light these worthies possessed,

but it can meet with little support at the present day.

Fig. 57.

Varieties of Placental Insertion.
B, B.

D, D.

T, ¥.

C, B.

A, B.

B, F,

A.

E.

Fundal placenta.
Lateral placenta.

Latero-cervical placenta.

Seat of cervico-oriftcial, or central placenta.

Line of boundary between normal and prasvial placental inser-

tion, and consequently of spontaneous placental detachment,
during expansion of cervix.

Still we have not yet got out of debateable land (and

therefore need not crow loudly)
;
we only conjecture yet

as to the cause of this misplacement, and may be long
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in getting fm-tlier, if we ever do so. Dr Barnes, in liis

able “ Lettsomian Lectures,” supposed that the chorion

in the earlier months of gestation, “ was in close vas-

cular relation with the decidua vera in its entii-e

superficies,” and that the locality where the chorion

and decidua became blended and developed into the

placenta was a matter of accident. Dr Tyler Smith
deals a deadly blow to this theory. He points out,

that though in the middle and latter months the cho-

rionic envelojje is everywhere in contact with the

decidua vera, it is not so up to the second month, at

which time, nay, before it, the site of the placenta has

been fixed. This is a powerful argument against Dr
Barnes’ view, and one which hardly recpiires the feeble

support of the following plea of our own, viz., that if

accidental circumstances determined the placental site,

we should have a greater variety in this latter, and
should find it less Tiniformly attached to the fundus

uteri.

383. Dr Tyler Smith’s own theory is more plausilfie.

He thinks that the abnormality is caused either by the

impregnation of the ovule, or the arrest of the impreg-
nated ovule after it has descended through the oviduct

and utenis, and arrived at the xipper part of the cer-

vical zone, this part being the last point at which the

(jvule retains its capability of impregnation, and attach-

ment to uterine surface.

Legroux, observung that it happened most frequently

in multiparte, concluded that it arose from the larger

extent of uterine cavity permitting the ovum to spread

its attachments lower than usual.

Portal (“Complete Midwife’s Practice,” 1C85) was
among the first to describe the complication, publishing

some cases also in the same work. It is singular that

so critical a complication, and one by which many par-

turient females have been destroyed, excited so little

interest after the appearance of Portal’s work, until

after the lapse of a long j)eriod. One may take up
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mimerous works without finding an allusion to it, a
thing incomprehensible, unless on the ground that these

authors had never either met with it or heard about it,

an improbable thing. Smell ie, in his very practical

work, alludes to it, and gives cases
;
but it was reserved

for Dr Rigby, of Norwich, to explain it thoroughly
in an essay written only about 100 years ago.

384. Source of the Haemorrhage in Placehta
Praevia.—Few points in obstetrics have been more
keenly canvassed and disputed than this one, and it is

necessary to notice this, because it has a most important
bearing on practice. The late Sir James Simpson
adopted and advocated, with his usual force and zeal,

the doctrine of his predecessor, Hamilton, that the

flooding came chiefly from the placental cells
;
the

siipiily of blood to these cells being maintained by
vessels connected with the still attached portion of the

placenta. That part of the uterus where the separated

portion was attached was supposed to yield no blood,

the uterine veins having become closed. A good many
exjierienced obstetric authorities deny this doctrine,

among them Drs Robert Lee, Tyler Smith, Davis,

Ramsbotham, Dewees, &c. These authors hold that

the source of the hsemorrhage is the uterine veins. Dr
Radford, of Manchestei’, beheved that it came chiefly

from this source, and partly from the placenta. The
arguments -pro and con may be noticed. Sii' James
Sinijison founded his belief in the placental source of

the flooding on the fact, that in those cases where
the placenta came away entirely before the child, the

hiemorrhage ceased, or was not of any consequence
;

while in those where only a small portion was detached,

the hsemorrhage was so gi’eat as often to occasion death.

Dr Hamilton has reported a case (“ Practical Observ.,”

2nd ed., p. 314) where death occurred, and yet the area

of the separated portion was less than a square inch.

Professor Simpson, we may state, collected a great many
cases in support of his viewq and tables of these will be
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found in his “Obstetric Works,” vol. i., p. G94. It

win be as well for us to give Sir James’s opinion in his

own words. He says :
“ Is^, The matenial portion of

placenta is of a cavernous structure, consisting of a

series of maternal vascular cells, or dilatations, or, more
pi'operly speaking, of one large maternal vascular bag,

into which the blood of the mother is conveyed by the

utero-placental veins. 2nd, The vascular mateimal cells,

or immensely dilated capillaries, which contain the

blood of the mother in the placenta, communicate so

freely witli each other throughout all the different por-

tions of the organ, that the blood which has access into

one part may in this way be rapidly diffused into

the other portions of the placental mass. 3rcZ, The
deciduous, or \iterine, surface of the placenta has no
vital, musculai’, or contractile power by which it can

constrict the orifices of the vascular tubes which pass

from the uterus into it, when these tubes are ruptured

in consequence of a gi’eater or less detachment of the

organ from the intenor of the uterus.”

385. Then another rather striking thing is, that the

hsemonhage is sometimes so great, even when only a

small portion of placenta is detached. It is true that

the venous openings are large, and that there are no
valves, yet that it should have been so profuse in such a

case as that of Hamilton does excite our wonder a little.

Sir James Simpson adduced another reason for the

excessive hremoiThage. He pointed out that when a
small portion only of the edge of the placenta was
detached, and yet profuse hremorrhage followed, it

might be owing to an opening (due to the placental

separation) into the circular sinus of jMeckel, wliich is

the largest vascular canal in the placenta.

From this theory it would follow that the smaller the

size of the disjoined i:)art of the placenta, the greater

would be the hsemoiThage, because the more that re-

mained attached the greater Avould be the surface for

receiving it from the uterus. While the placenta
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remained attaclied, with the exception of a small part,

it might not unfitly be likened to a huge leech sucking

in supplies from the uterine surface, and discharging it

from the detached part by the os.

The arguments against this view are as follows :

—

(1.) The uterine venous openings are large, and the

veins being valveless, there is no impediment to the

flow of blood from the right auricle to the mouths of

these uterine veins. (2.) In post partum hiemorrhage,

bleeding takes place to a great extent from this source,

and after the placenta is detached, and even delivered.

(3.) The blood lost in placenta prievia, and in post

partum haimorrhage, is of a venous character, and indi-

cates a common source. (4.) In inversion of the

uterus, after the entii'e evacuation of the uterus, the

flooding is known to be exceedingly profuse. (5.)

Durmg the jiains the bleeding is increased by the ex-

pansion of the uterine ojienings, arising from the dila-

tation of the os and cervix, while in bleeding from the

fundus the flow is arrested during the uterine contrac-

tions or pains. (6.) On examining the portion of pla-

centa which had been separated, it has been found that

the sinuses and cells contained coagulated blood. (7.)

In some cases where the placenta has been detached

naturally or operatively, the hiemon’hage has notwith-

standing continued, and where it has not, it has been

arrested by the strong contractions of the uterus.

We may state that, from having dealt with nine

cases of placenta, as well as from other considerations,

we have come to entertain the opinion of Dr Radford,

that the blood flows both from the uterus and placenta

in these cases, though to a greater extent from the

former than the latter. The blood we have seen has

generally been of a venous character, though some-

times ai'terial, as noticed by Dr W. F. M'Kenzie, and
mixed.

Statistics .—Under the usual management, one in

three of the mothers are lost, and nearly one-half of
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the chilch'en. Where the placenta was either expelled

or artificially detached and removed first, or prior to

the delivery of the child, only one mother in 13 died,

according to the table of Sii‘ James Simpson, and 69

per cent, of the childi'en were lost. This favourable

result in these latter cases, as we shall see, led Sii’

James Simpson to recommend in some cases its arti-

ficial removal.

386. Symptoms of Placenta Praevia.—There is a

discharge of blood from the uterus, at a period ranging

from the middle of the 7th month to the termination

of pregnancy. Its amount varies, depending upon the

period of gestation at which it appears, or in other-

words, rrpon the gr-eater or smaller anrorrnt of develop-

ment of the cervix. The blood comes away painlessly,

and may happen when the woman is in bed, arrd not

exerting herself, mrrch to her astonishment. The
bleeding may cease soon, to be resumed again in a day
or two, or week or two. Sometimes the first discharge

has been so profuse as to kill. Occasionally the dis-

charge induces laborer pairrs at once, and this in our
opinion is a good thing. If rrterine contractions set in,

the flooding is increased, and might go on to a fearful

extent if labour was delayed. On examiiration, if the

os is open, ^ve may torrch the placenta lying over it,

or to the side, jrrst as it is a central or lateral case.

Then the uterine soufilet is heard most distinctly low
down in one or other iliac region.

Diagnosis.—This variety may be distinguished from
the accidental—(1.) By its increase during a pain. In
accidental, it will be recollected, the bleeding is arrested

during the pains. (2.) By its coming on without any
apparent cause, such as over-exertion, coughing, stum-
bling, falling, (fee. (3.) The discovery, by the touch,

of the afterbirth within the cervical zone instead of the

membranes, with which the placenta cannot be con-

founded. A clot may mislead a little, but it is more
readily broken down.
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387. Treatment.— Tlie principal methods recoin- 1
1

mended are :

—

1. Version.

2. Puncturing the membi’anes.

3. Entire separation and extraction of the placenta.

4. Total cervical detachment of the placenta, or plan

of Barnes.

5. Partial cervical detachment, or plan of Cohen.

G. The employment of the tampon or plug.

7. Temporising by means of rest, astringents, <fec.

8. Induction of labovu’ on the appearance of the first

flooding.

(1.) Version.—We have .said before, in a papier pub-
lished by us (“ Ed. Med. Journ.,” Nov. 1868), that

turning (podalic version) is the best method where ‘

there is a fair prospect of effecting it, where the

hsemon-hage has not reduced the woman to death’s

door, and where the placenta was not hanging loose

within the os. Its advantages are great. You expe-

dite delivery, you arrest the hagmorrhage, you give a

chance to the child. In turning, that is, after we have
seized one or both legs, and made them descend, we
find that their pressure aiTests the flow. The leg of

the foetus, in fact, is the best of all tampons, because i

it is something in addition to mere plugging
;
by it we

1

are enabled to deliver at pleasure. All authors who I

have written on this subject agree in viewing the com-

plication as a trying one for the accoucheur. We
have been struck with Smellie’s statement in reporting

j

a case he had met with. He says, “ I kept my coun-
|

tenance as well as I could” (“ Midwifeiy,” vol. ii. I

p. 313), meaning, kind soul, that though the nature of I'

the case impelled him to seriousness of mind, he was
|

determined that this should not be mirrored in his
|

visage, for fear he should depress the poor woman to i

her damage. Well, however grave we may be when
we meet with this hsemori’hage, the gravity ought to

1
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relax wlieii we clutch a foot of the child. We are

happy men then, or ought to be. Let us, in passing,

also commend Smellie’s example in not evincing per-

turbation of mind. But now let us notice how we are

to get up to a foot. It is in the usual way; but then,

here the door is closed in whole or in part by the pla-

centa, and may even be shut, as it were, by a rigid,

because undeveloped, os uteri. As regards the os, we
are m the habit of practising careful manual dilatation.

Some object to it as likely to injure the iiterus, but we
have never found the clean hand, carefully employed,

do the slightest harm. Work it gently with a semi-

rotatory movement. Tliere is another plan, that of

Hicks, which we have noticed at length, which is well

worthy of consideration. If you can turn by that

method, you certainly have no chance of lacerating the

titerus, at least with the hand. It is often, however,

of difficult performance, and if there is profuse flood-

ing, the s})eediest plan must be adopted.

388. Then as regards the placenta, which may be in

our way after the cblatation of the os, if it is central,

or entirely over it (wliich does not haj)pen very often),

we should pass the hand up at the side where it offers

least resistance. If it is laterally placed, the hand can
be passed up at the side opposite to that where the

placenta is attached. If we find the placenta in any
particular case so firmly attaclied that it cannot be
easily separated, and if we discover no thin portion at

the edge, shall we plunge our hand right through the
centre of the aftei-birth, and thus reach a limb ? This
is not a good plan

;
it is unsafe, and not very practi-

cable at times. Mohrenheim, it is true, recommended
it (“Praxis Medico-Obstetrica Mosq.,” 1810, p. 176),

and Smellie once practised it; but it was from neces-

sity, not choice. The danger lies in tearing the pla-

cental vessels, .and increasing the flooding. Thus may
the child be juit in pei'il as well as the mother. Be-
sides, the plan may fail. In pushing u]) your hand
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against it, it may resile and recede instead of giving

way, there being little coimter-force—nothing beyond
that which it is able to offer as the result of its attach-

ment to the cervix. You may merely extend it a bit,

without tearing it through. The same thing often

happens with the membranes, for we find them at

times, though vastly thinner, resisting our attempts to

perforate them with the finger, until the force of the

water behind helps us to effect their rupture. A soft

and friable placenta will be more easily penetrated.

You might also, in some cases, push up and loosen the

entire afterbirth, in which circumstances you would
have to remove it before turning. Fortunately, it is

very rare to meet with a case where the hand cannot

be passed up by the side.

After we have got the evolution of the foetus accom-

plished, and the legs brought down, there need be no
great hurry in finishing the deliveiy, provided the

jiressure of the child has arrested the hjemondiage. A
little time may be given to enable the full dilatation of

the os to take place, so as to add to the safety of the

child.

389. (2.) Puncturing the Membranes.—This is an
ancient plan, but it is not often that we can rely upon
it in this complication. In our Inmible opinion, it

should never be resorted to when we have a fair pros-

pect of performing version. One may evacuate the

liquor amnii, and yet find the labour proceed slowly,

and have to resort to version under more adverse cii’-

(mmstances. We have no doubt whatever but that

discharging the liquor amnii restrains the flooding to a

certain extent, by diminishing the size, and, conse-

quently, the vascular supply, of the uterus, as also by

favouiung uterine contractions and the descent of the

child, which may stem the flow by compression
;
but

at the same time we cannot look for a cessation of the

bleeding, which is what we anxiously desire, unless the

foetus comes rapidly down thereafter. We must bear
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in mind, too, that thongli the uterus may be lessened

after the puncturing of the membranes, and, conse-

quently, tlie calibre of its vessels, these during the

pains are rendered patulous, and profuse flooding may
still take place. We have seen it in more than one

case,—extensive flooding where there was no liquor

amnii, flooding that would have soon proved fatal had

art not stepped in. Some cases of partial placental

presentation, however, do well enough under this plan,

but is it not better to tuim when you have the thing

made so easy by the pi’esence of liquor amnii 1 When
the os won’t admit the finger, it is usual to punctm-e

with a probe, or trocar, or stilette.

390. (3.) Plan of Entire Detachment and Extrac-

tion of the Placenta prior to Delivery of Child.

—

This method, as previously stated, engendered a great

deal of contx’oversy, often heated and acrimonious; and
yet it need not have done so, in our estimation, had
the antagonists of it appreciated aright the grounds on
which Six’ James Simpsoxx recommended it. It was
sxxpposed that Simpsoxx ixxtexxded to adopt it on all, or

at least most, occasions, ixx preference to version, and
pex’haps the gist of his earlier papers was such as to

favoxxr this conclxxsion
;
but from later writings it

clearly appeared that Sir James did not go ixx for the

total abx’ogation of tixrning in sxxch cases, bxxt oxxly px’e-

ferred previous removal of the placenta when version

I and other xxxeans were dangeroxxs or impx’acticable.

I

Had this been xxnderstood thoroughly at the outset,

Sir James would have met with less opposition, and

I

no little angry dispxxtation would have been spared.

The follovung are the conditions renderixxg this method
the most prefex’able, accox-ding to Sir James :

—

(1.) When the flooding is .so px’ofuse as to impel us

to interference, and is not restrainable by the milder

anti-hsemorrhagic means (such as puncturing the mem-
branes, (fee.), but at the same time version, or any
other forcible means of delivery, is esjxecially hazax’doxxs
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oi’ impracticable, whether from rigidity of os, or dis-

tortion, or contraction of the pelvic passages.

(2.) When the child is dead, or premature and non-
\dable, and version were to subject the mother to

gi’eat risk, either on account of the loss of blood she
may have sustained, or the state of the os and pelvic

passages.

Then he says :
“ In most primiparie, in many cases

in which placental presentations are (as often happens)
connected with premature labour and imperfect de-

velopment of the cervix and os
;
in laboiu’s coming on

before the 7th month
;
when the uterus is too con-

tracted to allow of turning, and when the mother is

])rofoundly exhausted, and therefore unable to submit
to the shock of forcible deliveiy,” he would adojit the

method of removing the jdacenta first—that is, making
the 3rd stage of labour precede the 2nd.

391. Sir James Simjison, then, as we have said

before, did not put forward this method as one meant
to supersede turning, but as one, in his belief, of great

value when turning could not be pei-formed. We
know that in his later years at least, for we have

j

heard him say it more than once, he viewed version as i

the grand line of treatment in this complication, save

in the exceptional circumstances to which Ave have
referred.

Let us now shortly notice the reasons which induced

Sir James to advocate and practise this plan. They were,

it must be confessed, of a very cogent nature. He
laboriously collected a great number of cases of placenta

prsevia, and found that whei’e the exioulsion, naturally

and spontaneously in some cases, in others artificially,

preceded the delivery of the infant, a far greater num-
ber of mothers were saved than when the cliild came

first away. In ordinary management, one mother
:

perished in 3 ;
in the other—that is,Avhere the afterbii-th

came aAvay first—only 1 in 13 was lost. These were

facts calculated to make a powerful impression on any
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obstetrician, and Sir James could not fixil to be im-

mensely struck or to turn them to practical account.

But it may be asked, If so many women are thus

saved when the placenta comes first away, why not

constitute into a mle, and carry into ])ractice, the re-

moval of it previous to the infant’s birth on every

occasion 1 Ah, unfoi'tunately, that is a different mat-

ter
;
for we have too good I'eason to believe that the

artificial removal of the placenta would not give us the

diminished mortality desired.

392. In many of Sir James’s cases nature expelled

the placenta—that is to say, the uterine contractions

did it
;
but it might be vastly less favourable were we

to remove it with the hand
;

for we might find, after

doing so, that xiterine pains refused to begin, or were
tardy, and that therefore tlie child did not descend and
compress the bleeding vessels. In the cases where the

uterine contractions expelled the placenta first, they
were usually sufficiently jjowerful to bring down the

child pretty quickly, and thus prevent flooding.

If we could always calculate on the child coming
into the world soon after our removal of the after-

birth, by the force of the uterine contractions, then we
might adopt that method whenever version seemed to

us beset with difficulty or danger.

We have no doubt whatever that the most favour-

able conditions we can have in placenta prtevia are—
(1.) The afterbirth expelled Jirst, by the vigorous con-

tractions of the uterus, and the child, in virtxie of the

same natural force, propelled speedily thereafter. (2.)

Footling presentation, enabliixg us, as before said, to

command the labour, and to use the child as a tampon.
J/ow far ought we to go with Sir Jaynes 1—We might

follow his treatment in most of the conditions in which
he recommends it

;
but only we should remember well

that whenever we have a reasonable prospect of effect-

ing version, that is the method giving us the best

hopes as to maternal and fcetal safety. One notable
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drawback to the metliod, that we must not omit to

notice, is the risk to the child. When the interval

between the extraction of the placenta and the birth

of the child extends even only to from 5 to 10 minutes,

Fig. 58.

A. Fundal zone, normal site of placenta, and where it is not liable

to separation before labour.
B. Meridional zone, site of lateral placenta, and where the latter is

also not liable to previous separation. Dr Barnes, however,
believes that when the placenta is placed here it helps to cause
“ obliquity of the uterus, oblique position of the child, linger-

ing labour, and a tendency to retention of the placenta and
post-partum hemorrhage.”

C. Cervical zone—dangerous placental seat.

D. This line is the limit of spontaneous placental detachment.

there is a strong likelihood of its death occurring. In
Dr West’s cases, 17 in number, 16 were lost.

We may state that this method was practised 50

years ago by Mr Kinder Wood, of Manchester; and
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Dr Charles Clay also adopted the plan, and met with

much success.

393. Total Cervical Detachment of Placenta, or

Plan of Barnes.—Dr Barnes originated a novel method,

that of partial separation of the placenta. (See his

“ Lettsomian Lectures on IMidwifery,” for the year

1857.) There can be no doubt as to the ingenuity of

Fig. 59.

Fig. 69 shows progress of detachment of placenta. It is cast off in

zones or rings if a case of central insertion, and in segments of

rings if one of cervico-oriflcial placenta. At a A the dilatation

of the 03 involves no further detachment of placenta.

his views, but there may be some at least as regards

the practice based on those views. The doctor divides

the inner surface of the uterus into three zones. The
upper is called the fundal zone (fig. 58, a), the lower

the cervical (fig. 58, c)
;
and between them, and larger

than either, is the meridional zone (fig. 58, b). The
placenta may be situated in any of those regions

;
but

while it is safe in the upper or fundal zone (not liable

to separation), and also in the middle or meridional

2 c
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zone, in the cervical it is not so, but is liable to sejiara-

tion when the os and cervix uteri expands. This
cervical zone is therefore tlie region of dangerous

placental implantation. Dr Barnes is of opinion that

when the placenta is placed over the os the uterine

contractions cast it off in concentric rings (see fig. 59)
from below upwards, until the separation is cai’ried

high enough to permit of the passage of the foetal

head. The haemorrhage then ceases, although a suffi-

cient amount of placenta may remain attached to allow

of the maintenance of the child. A stage of labour

has arrived when the recurrent contractions of the

womb do not entail any further fiooding. The old

view was, that in cases of cervical attachment the

flooding was bound to go on with eveiy recurrent con-

traction
;
but here the doctor points out that a point

is reached when the hmmorrhage ceases.

394. In placenta lateralis, too, cases have been met
Avith where, after the spontaneous detachment of only

a portion of the placenta, and without interference,

the bleeding has ceased. There is a line, then, corre-

sponding to the expansion of the os, sufficiently to admit

the passage of the foetal head, above which placenta is

safe, and under which separation and bleeding are un-

avoidable.

Upon this theory Dr Barnes advocates the artificial

separation of the placenta up to tins line of demarca-

tion between the perilous and the safe, believing that

less blood will be lost than when detachment is allowed

to be done by the intermittent uterine contractions,

and that then the labour may go on more safely. If

vigorous contractions did not follow, these would re-

quire to be excited by oxytoxics or other means j
and

if hsemorrhage still continued, various anti-hsemor-

rhagics would have to be employed. Dr Barnes does

not say that this plan will entirely stop the flooding.

At the same time he believes that it will conserve

blood—that a smaller amount will be lost than when
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the detachment is more slowly effected by the natxiral

powers.

Method of rerformance.—Woevi. the os uteri is a

little opened up, a finger or two is to be introduced

within the uterus, the membranes ruptured, and the

fingers made to sweep round between the placenta and

uterus on the side to which the main bulk of it adheres,

thus separating it.

395. Merits and Demerits ofthe Barnes' Operation .

—

Artificial pai’tial cervical detachment presents a better

prospect for the cliild than the entire method of separa-

tion, but we regret to say that we are unable to believe

that there is a better prospect for the mother than by
version. We believe that bleeding takes place from
the detached portion of the placenta, to a certain extent,

and also to a large extent from the valveless veins of

the utems
;
and we think that the recurrence of the

uterine contractions tends to keep up the haemorrhage

from the uterine vessels until some part of the child

descends and comju’esses these. We do not doubt but

that there is a physiological limit to the extent of

placenta liable to detachment during the expansion of

the womb
;
but we question whether, when you have

attained that line, when sepai'ation has been efi'ected

up to that limit, hsemorx-hage is likely to cease, that is,

as a pure result of the detachment. We hold the view
of Crede, Zeitfuchs, Radford, and others, that when it

does stop after this, the caxxse is compression by some
part of the foetus

;
that a plug is given to us by foetal

descent. We have seen bleeding to a considerable

extent after this separation, and have heard of other

ca.ses where it occurred. My friend, Dr Burn, wlio

has had a large experience of these cases, has also tried

the method, and does not think it equal to other plans.

The cause of the continuance of the hajmorrhage after

detachment (a haemorrhage, be it observed, springing

from the uterus below the line of Barnes, and partly

from the placenta), we will endeavour to explain.
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The lower segment of the uterus, the cervical zone, is

organised chiefly for purposes of expansion. Its ana-

tomical and histological characters show this. In the
flrst place, while the peritoneum in the body of the

uterus is very closely connected externally with its

middle muscular coat, between it and the cervix, in the

pai-t invested by peritoneum, and between the cervix

and bladder in the part not covered, there is much
loose connective tissue. 2nd, In the cervix the middle

coat, as shown by M. Jobert, consists of semicircles of

muscular fibres, which decussate without mingling; the

arrangement is circular mostly, and interspersed, and
preponderating over the muscular tissue is a large

amount of elastic fibrous tissue. 3rd, The mucous
membrane is marked by multitudinous piimary and
secondary plicte or folds, which are doubtless for afibrd-

ing immense capacity of distension, in addition to pre-

senting broad ground for the mucous crypts.

396. Here, then, we have a part specially adapted

for expansion—endowed with the power of unfolding

to a great extent. Having pointed out this character

and capacity of the cervix, we have now to add that

we agree with those who hold, contrary to Wigand,
Michaelis, Rigby, and others, that during a uterine

pain, the cervix is not in a state of contraction, but of

expansion and dilatation. Wigand’s view, that con-

traction begins at the cervix, is now denied by some dis-

tinguished obstetricians, such as Scanzoni (“ Lehrbuch
der Geburtshiilfe,” p. 173), and Braun holds the same
opinion. During a uteiine pain, then, contraction

begins at the fundus, and extends towards the body

;

but the cervix is exempt
;

it is in a state of expansion.

It is here that we differ from the able author of the

Lettsomian lectures on placenta prsevia. Dr Barnes

holds that the os is opened by the contraction of the

cervical longitudinal muscular fibres. (See “ Placenta

Prsevia,” p. 54.) We maintain that there is no con-

traction, but, on the contrary, passive dilatation. The
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forcing clown of the contained body or tlie bag of

waters produces this, and not the longitudinal fibres

alluded to. This is a beautiful and beneficial arrange-

ment
;
for were the cervix not thus passive, did it, as

represented by Dr Barnes, contract actively, see what
an obstacle it would present to delivery. Doicbtless

the powerful conti-action of the upper zones would over-

come it; but, then, what function can cervical contrac-

tion subserv’e at this timel But, in addition to passive

expansion, we have, as pointed out by Tyler Smith, an
active dilatation. We may state also that the late dis-

tinguished Sir Charles Bell held this same view in

regard to the os.

397. If these views, then, which we have stated be

correct, it follows that, until a part of tlie fcetal body
comes down and compresses the cervical vessels (and

placenta), we ain in danger of flooding, unless, indeed,

clots gather at the mouths of the vessels and prevent

it. When, by the descent of the contained body, too,

the cervix is greatly distended, its vessels are also, to a

certain extent, compressed by the mere stretching, and
thus bleeding is checked. Uterine contraction, then,

being fundal, and in the body of the uterus, and not

in the cervical zone, we obtain no haemostatic benefit

from it here 'pe.r se ; it only contributes to the arrest-

ment of the flooding in proportion as it propels the

child, and thus causes compression of the vessels, and
extreme distension of the cervix. Holding these vdews,

we cannot share the confidence felt by Dr Barnes in

the superior advantages of his operation; at tlie same
time, we can believe that it has often succeeded well,

especially when followed by active and vigorous con-

traction of the upper zones, and the steady advance of

labour.

398. Cohen’s Plan of Partial Cervical Detach-
ment.—Dr Cohen, of Hamburg, in the “ Monatschrift

fiir Gebiu’tskunde,” 1855, gives an account of a method
of his own, which he says has been extremely success-
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ful. He does not go the length of Dr Barnes, and
liberate all cervico-zonal afterbirth; he contents him-
self wdth detaching a segment of it, viz., that which is

affixed to one side. He introduces a iinger or two into

the uterus so soon as the os will admit of it, ruptures
the membranes during a pain, tears the membranes
from the edge of the placenta, and then, by sweeping
the finger round, detaches the placenta completely from
that side of the uterus to which the smaller portion is

adherent. We should state that previously he makes
out by the toucher on which side the largest portion is

adherent, then, as stated, he separates the smaller part,

which is carried, as the os dilates, to the side where
most of the placenta is attached. We have no doubt
that this method of Cohen has, as alleged by him, been
successful in many instances, but, as he has not given
cases, we are unable to say whether the separation 'per

se was the cause of the success, or whether it was not
due to more vigorous and frequent uterine contractions

setting in after the ruptui’e of the membranes, and
forcing down the foetus. We believe that the good he
thus obtained was greatly owing to its facilitation of

ostial and cervical dilatation, and consequently foetal

descent. In this way, too, fewer uterine vessels are

opened up. The facilitation of ostial expansion is a
great matter in these cases, for it permits of more rapid

foetal expulsion. When you have a case of placenta

centralis, you have the os and cervix prevented from
expanding freely, and thus foetal descent is impeded.

399. Tampon or Plug.—As regards the employ-

ment of the plug in placenta prsevia, there are conflict-

ing opinions held, some considering it useful, and
others not. The highest function which it can sub-

serve is that of a temporary expedient, until other

means are practicable. For instance, if there be a rigid

and imdilatable os, debarring entrance into the uterus,

and flooding going on profusely, it may, if carefully

applied, stem the tide until the os expands and admits
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of operative procediu’e. We say, carefully appUed,
because we remember most vividly an instance of this

complication, where the plug was expelled by pent-up

blood in the doctor’s absence, and with it, and behind

it, an immense discharge of clots and fluid blood. The
plug was carefully and well applied, too, in this in-

stance. We have never been an advocate of the plug

here
3
indeed we were in the habit of decrying it, shar-

ing as we did the views of Merriman, Gardien, and
Hamilton; but we are free to confess that we have
resiled somewhat from that position, and now think we
may on some occasions gain advantage from it. The
objections to the tampon were these. It was supposed
that though preventing the flow of blood through the

vagina, externally, it would not avert internal bleed-

ing, and that this might go on unseen by us to an alarm-

ing extent. This, however, can hardly happen. The
blood can only flow towards the lower part of the cer-

vical zone and the vagina, and if this latter is closed by
padding it cannot escape, but is lilcely to become co-

agulated above it. Notwithstanding all this, we are not
to lay great store by the plug, knowing that it is but
a tempoi’ary thing. It does not carry us out of the
region of anxiety; our goal is the complete evacuation
of the uterus, and to that end we hasten with all safe

and justifiable speed. When that is accomplished, or
what is next best, if we get the length of securing a
leg, then are we translated into a region of composiu’e,

and perturbation is at an end. What makes us less

zealous, indeed, almost indifferent, as regards the plug,

is this, that, like Dr Hamsbotham and others, we have
never had much difficulty in dilating the os, unless

in very premature cases. In dilatmg, as before said, we
must not be rough. Here the caution is doubly requi-

site, because, from the increased vascularity of the cei*-

vix, it is more easily lacerated.

400. What is the Best Plug ?—The common method
has been to insert sponge into the vagina, or long strips
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of lint, dipped, perhaps, in some astringent; or cotton

wool satm’ated, or not, in dilute tinct. ferri. perchlor.,

or in iced water, or solution of tannin.

Colpeurynter.—An India-rubber bag (Braun), filled

with iced water. This is a very useful tamiDon.

Vaginal plugging, however, is not altogether satis-

factory. It may remain in, in some cases, but in

othei’S, such as the case we have refen-ed to in connec-

tion with this subject, it falls out, or rather is expelled.

This is owing to the fact that it excites the vagina to

contractile and propulsive action. Or, if it is not ex-

truded, being compressed by the vaginal contractions,

the blood readily passes it and escapes externally.

Plugging the Cervix.—This we have noticed under
abortion, where it is often of great utility.

401. (7.) Temporizing Plan by means of Eest and '

Haemostatics.— This is recommended where a little

blood has come away, yet where labour has not set in.

The woman may not have gone to the full period, and
the os may perhaps be closed. The patient is made to

rest quietly on a hard bed, in a cool I’oom, and to have
a cooling regimen and astringent medicines, such as

gallic acid, or the liquor, ferri pemit. The h’on pre-

paration is both tonic and astringent, and may con-

duce sooner to the making of new blood. We are not

in favour of a tempoiising plan after the 7th month,
being impressed with the dangers of delay in such cases.

Blood coming away is with us the signal for action. As
the tocsin summoned the Frenchman to arms, so ought

this flooding to arouse the obstetrician to vigilance, and
to earnest work

;
folding not his arms until the uterus

is emptied, and his patient placed beyond danger.

Especially is the tempoiising method to be condemned
|

in coimtry practice, or where the practitioner may
reside a great distance from his patient. The flow may
be small at first, but some other day it may escape so

freely as to kOl the woman before the arrival of her
j

physician. Numerous instances might be given in im-
]
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pressive illustration of this, had we space. To find a

pregnant woman bleeding from the uterus, then, and
to go away and leave her after prescribing a little gallic

acid, &c., by the mouth, would not, in our humble
estimation, be a warrantable step, because an uncertain

one. It would be as foolish as to ignore a small fire

in a bnilding, and delay sending for the means of ex-

tinguishing it until roof and rafters were tumbling

down pell-mell amid the roar of an unquenchable con-

flagi-ation.

402. (8.) Induction of Labour on the first appearance
of Haemorrhage.—The mortality of placental presenta-

tion is largely due to the loss of blood, or the effects of

that loss. The other death-factors, such as metritis

and phlebitis (tetanus is so rare that we need hardly

name it here), work smaller evil in this grave compli-

cation. This hamorrhage may not be so gi'eat, as a

rule, in cases where the placenta is not adherent all

round the neck of the uterus, but sometimes even in

these it is alarmingly profuse. Dr Robert Leo, a gentle-

man of vast obstetric experience, and who dealt with

many instances of tliis complication, acknowledges this.

(See “ Theory and Practice of Mid'ndfery,” p. 372.) He
adds also, that though the first flooding, which usually

takes place in the 7th or 8th month of gestation, is

rarely fatal, yet sometimes it is so, and he cites cases

in proof. Blood, blood, blood, then—the loss of it

—

is the great thing to be dreaded in placental presenta-

tion, and the question is how to avert that di’ain of the

vital fluid in the cheapest way for the poor woman, in

the manner least likely to inflict other evils upon her.

We have noticed several of these methods already,

many of them of utility, but marked also by an amount
of uncertainty as regards results wliich impels us to

seek for, if possible, other more favourable plans. The
one we have to suggest (with, we trust, a full sense of

the responsibility mseparable from rule-giving in a

complication so grave) is this, that labour be induced
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artificially on the appearance of the first haemorrhage,

if the flooding does not of itself set up labour. We do
so in distorted pelvis necessitating craniotomy, which
has a mortality hardly so great as this complication

(unless it may be in the practices of some undoubted
adepts)

;
and if so, is it not equally justifiable here 1

In craniotomy it is pei'haps done greatly with the view
of preserving foetal life, but partly, also, to avoid the

maternal evils of the operation
;
and in Britain, at

least, the majority of obstetricians hold the mother’s

life to be the most valuable, and shape their practice

according to this doctrine.

403. What Method of Induction of Labour should
we adopt in Praevial Haemorrhage?—We have already

seen that there are numerous plans for this purpose,

some of them very efficient, others less so
;
but it is

obvious that several of these are quite inapplicable here.

For example, were we to adopt the method of Kiwisch,

we would be certain to separate the placenta and induce

serious haemorrhage
;
and the same is true of other

plans, which consist of an invasion of the uterus. The
line of proceeding we recommend is based, on the one

hand, on a consideration of the relation subsisting

between the vaginal exciter-nerves and the motor-

nerves of the uterus
;
and, on the other, on the influ-

ence of jmrely centric spinal action. No one has more
clearly or forcibly pointed out these than Tyler Smith,

and the chapter in his work devoted to the nervi-

motor functions of the uterus will well reward a careful

perusal. The vagina, then, when irritated, is a most

potent exciter of uterine action, and advantage may be

taken of this to excite the pains of labour. A tampon,

made of compressed and carbolized sponge, is to be in-

serted into the vagina, and pennitted to remain and

expand for 24 hours. The woman must lie either on

her back or side, with the pelvis a Little raised. If

labour be not excited by this time, then the sjionge is

to be withdrawn and a larger one introduced. At
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intervals tlie uterus is to bo gently pressed on through

the abdomen, over the insertion of the oviducts, by the

nui’se, and a brisk cathartic of aloes and camboge is to

be given. These means alone vdll generally prove suffi-

cient in this complication, for it must be borne in mind
that the bleeding is itself a factor, and not seldom

induces premature labour. As labour advances, we
must endeavour to turn, as before noticed. A foot may
be more readily got hold of in some of these cases, for

at this earher period of utero-gestation it is frequently

nearer the os.

We had wi’itten the foregoing chapter before recol-

lecting that Dr Greenhalgh, of St Bartholomew’s Hos-
pital, had proposed a somewhat similar line of treatment

several years ago. We were looking over some num-
i

hers of the “ Lancet,” when we alighted upon it
;
and

though, very probably, we may have perused the doc-

tor’s excellent paper, we certainly adopted this j^lan in

entire obliffiousness of it. It is an idea, moreover, that

I
might strike any accoucheur who had seen some practice.

: However, we cheerfully concede priority to Dr G., and
: beg to state that we have frequently benefited by his

suggestions, not only in this, but also on other obstetiic

subjects. Let the student note, however, that our

method differs in some essential points from that of Dr
Greenhalgh. He uses an air-ball, covered with spongio-

piline, as a tampon and excitor, and that is all right

enough, but he further prescribes oxytoxics, such as

ergot, borax, <tc. Well, these remedies may be indis-

pensable in some cases, but if we can induce labour-

without them (with the vaginal excitor, plug, abdo-

minal friction, and a bi-isk cathartic), it is much better.

The reasons are :—When you give an oxytoxic such as

ergot, and especially in these premature cases, you are

very apt to induce tetanus of the womb. If you do
not, you are at least likely to excite rapidly recim-ing

contraction
;
and in either case you are mrrch impeded

if you have to j)ei-form version. Moreover, you run the
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risk of killing the embryo, both by this tetanus and by
the toxiemic influence of the ergot. Now, by our plan
the infant has rather a better prospect of survival

;
that

is to say, if the first flooding has not set in until after

the period of viability. In the majonty of cases the

haemorrhage does not begin till after this; so our induc-

tion of labour here, just as in distorted pelvis, offers us

the chance of saving the infant, while it will tend, we
are fully persuaded, to diminish vastly the mortality of

the mothers.

CHAPTER XL.

POST-PARTUM HAEMORRHAGE.

404. We have seen, under natural labour, that a

sanguineous discharge takes place from the uterus for

a longer or shorter period, and without leading to evil

results
;
but sometimes this is so profuse as to be abso-

lutely alarming and dangerous. The source of it may
either be the uterine vessels, exposed by the detachment

of the placenta, or some little rupture, even of the cervix

uteri. The most common cause of it is the want ofproper

and vigorous uterine contraction—atony of the uterus.

When we find the uteinis firmly contracted into a round

tense ball, we have little apprehension ofserious flooding.

Sometimes, however, it contracts pretty well, and then

relaxes alarmingly again, permitting the escape of a

deal of blood. The experienced obstetrician can some-

times even predict haemorrhage, and thus adopt means
for its prevention or moderation. At least that is our

opinion, and that of some older brethren with whom
we have conversed. Nowhere in obstetrics is the

faculty of px’ophecy more invaluable. The cases we



POST-PARTUM H.RMORRUAGE. 397

allude to are those where, during laboiu’, the pains have
been weak, somewhat ii’regular, and of short duration,

impelling the child on (in the second stage) a bit, but

permitting of its retro-cession immediately again, and
for a considerable distance back. Often in such circum-

stances we have witnessed post-partum flooding
;
but

now-we give a liberal dose of ergot at the end of the

second stage, and with excellent results.

J/ay i/iere he Flooding in “presence of a Contracting

Uterus ?—Dr Ramsbotham pointed out that hsemoiT-

hage occun’ed sometimes, notwithstanding strong after-

pains, in consequence of the presence of unexpelled

clots. These we ought to remove by the hand. We
cannot as a rale have flooding co-existent with strong

contraction, for this is our great natural hsemostatic,

as before seen.

405. SecondaryHaemorrhage, Post-Partum.—Flood-

ing sometimes occurs after the subsidence of the usual

discharge attending labour. It may hajipen at any time,

from a few hours after the bu-th of the child on to a
week, or even a month. Sometimes, just after your
arrival home from, it may be, a hajDpy labour, one
where everything has gone well, and where you have
left the mother with an excellent pulse, &c., you are

summoned back with all possible speed, owing to a

grave hccmorrhage having set in. Some authors pour-

tray in graphic and impressive phrases the lying-in-

room which is the scene of a dangerous flooding
;
and

really it is hardly possible to magnify the gi'avity, or

over-rate the duties and responsibilities, of such an
occasion. After evei-ything proceeding felicitously

during labour, it may be, you have the life’s-blood

suddenly gushing away, and the vessels whence it so

profusely drains necessarily defy acupressure, or torsion,

or the ligature, any of those moans, in short, with
which the surgeon binds the largest vessels in the body.

It does behove the accoucheur, in such circumstances,

to know his peculiar work well, and also to add
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to liis knowledge tke most unwavering decision and
the highest dexterity. There is time for consultation in

various obstetric operations, but here there is none

;

everysecond is precious, and ifyon lose manyseconds you
may lose a life, the loss being all the moi’e sad that the

patient had got hapjiily thi’ough herlabour. This applies,

however, more to the hsemorrhage attending labour.

Causes of Secondary Flooding .—Retention of firm

clots
;
portions of the placenta

;
retention of a separately

developed placenta (spuria or succenturiata)
;
interrup-

tion of uterine contraction from debility
;
hepatic dis-

orders. Relaxation of the uterus is a common cause

;

and the same is true of retained clots or jiieces of mem-
brane. Other causes are inversion of the uterus

;

polypi
;
ulceration of the cervix

;
inflammatory throm-

bus of the cervix
;
malignant disease of the womb.

406. Treatment of Post-Partum Haemorrhage.

—

In the treatment of flooding we have various reliable

resources, and we are in the habit of selecting our means
according to the nature and extent of the discharge.

If it arises from uterine inertia, and you have per-

sistent relaxation, ergot should be given, and pressure

made by the hand firmly over the utenis. By grasping

the uterus firmly, we can comjiel it to contract, or rather

we thereby effect ai-tificial contraction. Cold water

may be poured over the uterus, applied to the genitals,

or injected into the vagina. Of course, we must ascer-

tain that no clots are retained
;

if so, they must be

scooped out with the hand. We have seen most

vigorous contraction follow the introduction of the hand
for this purpose. In moderate haemorrhage, a little

ergot and pressure over the uterus often jDroves quite

sufficient. Scanzoni has used enemata of cold water

extensively. In more serious cases, iced water has been

injected into the utenis by Dr Tyler Smith. Dr Barnes

(“ Obst. Oper.,” p. 394, 2nd ed.) recommends in serious

cases the “ slow injection” of a solution ofjierchloride of

iron (1 part of the strong liquor to 3 of water) into the
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uterus. Half-an-ounce at a time is enougli. Previously

to this he recommends us to try the application of this

solution by means of a bit of sj^onge on a whalebone

stem
;
but often it is difficult of introduction. Kiwisch

and Outrepont have also recommended it. It is a

powerful hsemo-static here, as we can testify, and, contrary

to what might haA'e been antieipated, has not led to bad
after-effects. We have used with success a poAverful

solution of tannin, gr. xx. to the oz. of water. If the

bleedinghave occurred beforethe removal of the placenta,

we should endeavour to get the thii’d stage completed.

We are astonished to find so intelligent an author as

Dr Gunning Bedford, of A merica, almost ridiculing tliis

proceeding. {“ Princip. and Pract. of Obstet.,” 4th ed.,

p. 392.) He says “ it is not a bleeding surface and
certainly this is correct enough, when it is lying de-

tached in the uteiais
;
but to conclude, as he does, that

therefore, it cannot conduce to flooding is, to use his

OAvn words, “ a perfect delusion. ” Rely upon it, that

the uterus cannot close, by contraction, its open vessels

so thoroughly Avhen the j^Hcenta is Avithin it as when
it is delivered. Time, the afterbu’th may, to some
extent, mechanically hinder tlie floAv

;
but tliat it does

not prevent it, nay, that it favours it, is shoAvn by
experience. It may be almost laid doAvn as a law, that

there is always more blood lost the longer the afterbirth

is in being expelled. Further, you may meet Avith

cases where a part is attached, and the remainder not,

and thus flooding could not fail to occur.

Tliere is another efficient method that may be adopted
in dangerous cases—a method practised by Gooch.
You introduce the hand into the uterus, and make
pressm-e Avith the fingers on the utero-placental vessels,

at the same time making counter-pressure externally

Avith the other hand. This is combined manu-pressure,

and very efficient it is.

The application of the child to the nipple has a good
effect in some cases. It is suitable where there is a



400 PRINCIPLES AND PRACTICE OF MIDWIFERY.

tendency just to a little excess, the fii’st or second
day.

407. Compression of the Aorta.—This plan was
suggested by Saxtorph, and, doubtless, if it could be
carried out well, it might do good. In females, much
beset anteriorly with fat, it could not be easily done.

There is one thing the operator would require to avoid
—viz., pressure on the vena cava. Were this to happen,
matters would be made worse. Compress the arteiy,

but not the vein, if you your object wish to gain.

Besides direct, there is indirect arrestment, gained by
this proceeding, for that renowned physiologist, Brown-
S^quard has pointed out that uterine contraction is

remarkably promoted by arterial pressure.

Tampon .—The tampon is only named here to be

condemned. Granted that it is useful when the uterus

is full, as, in prsevial flooding; the same cannot hold

here, and for the readily perceived reason, that by it

you can do nothing whatever to restrain internal bleed-

ing. You may secure that it does not appear externally,

but what does that signify, when all the time the uterus

may be filling its cavity with blood? In fact, the woman
may bleed to death, and you not see a drop externally.

Were you in such circumstances—seeing no blood com-
ing away—^to conclude that the female was safe, you
would be committing the consummate folly of the

ostrich that thinks, as it hides its head in the sand,

and thus sees not its pursuer, it is safe from the

clutches of its foe. It is to be engraven on memory’s

tablet, then, with a pen of steel, that the tampon is not

only of no service, but of absolute and great disseiwice

here.

In the discharges depending on uterine disease, &c.,

and where there is no sudden and profuse haemorrhage,

advantage may be taken of some of the astringent

medicines, such as Indian hemp, gallic acid, liquor ferri

permit., sj)irits of turpentine, acetate of lead, matico,

and ergot.
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408. Treatment of the Constitutional Results of

Haemorrhage.—You may have succeeded by one or

more of the afoi’esaid methods in arresting post-jiartum

hooding, and yet found your patient left so deplorably

weak as to be ready to succumb to a mere breath.

She may have been left witli scarce sufficient blood

to maintain the indispensable acts of circulation and
respiration. She may require transfusion (of which
we shall treat immecUately), or, if not, she will need

the materials that can be elaborated most readily and
speechly into blood, and that without delay. Fluid

meat, generous port, pulverized raw meat, milk
])unch, &c.

j
small quantities, but oft-repeated. Some

actually say laudanum. We loudly protest against

it. Granted that you got a little stimulation with

a moderate dose, it is sure to damage any little

appetite your patient may have, and may give her

after-headache, and greater prostration. Why take

the worst of all stimulants here? She must be made
to lie strictly recumbent, kept very quiet, and be fed

by the bottle, or the nursing cup, as she lies. Were
she to sit up, a mortal syncope might seize her.

It has been proposed also in those cases of profound

exhaustion to make pressure on the principal arteries

of the extremities by means of the tourniquet, thus

maintaining more blood in the region of the heart and
brain. It is a kind of robbing of Peter to reward
Paul, but justified by utility.
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CHAPTER XLI.

TRANSFUSION.

409. The system is often so immensely prostrated

by haemorrhage as to be utterly unable to assimilate

the nutriment conveyed by the stomach. In those

cases where the female is blanched, and loses voice

and muscular power, where the pulse is absent at the
wrist, and there is great jactitation, the sympathetic
seems incapable of performing its function, and the

assimilative processes are inoperative. Here trans-

fusion may come in, and prove of service. Alas ! it
'

often fails to restore, but that is a charge that may be
truthfully brought against many more of our remedies

and means. Dr Harwood, about a century ago, was
the first to recommend it in women

;
but to Dr

Blundell is due the credit of having first employed it

in puerperal cases. It was not without opposition,

too (recalling the “starry Galileo and his woes”), that

he inaugurated the bold work, but that is the usual

wages of the innovator. Dr Blundell made experi-

ments on various animals, and concluded that it was
necessary to employ the blood of the same species of

animal if success was to be attained. Dr Brown-
Sequard has corrected some errors into which Blundell,

Bischoff, Prevost and others fell. From extensive

expeiiments, he has deduced the following :

—

(1.) Arterial or venous blood from any animal of

any one of the four classes of vertebrata, containing

oxygen in a sufficient quantity to be scarlet, may be
,

injected without danger into the veins of a vertebrated

animal of any one of the four classes, jirovided that the

amount of injected blood be not too considerable.

410. (2. )
A rterial or venous blood of any vertebrated
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animal, being sufficiently rich in carbonic acid to be

almost black, cannot be injected into the veins of a

svarm-blooded animal without occasioning the pheno-

mena of asphyxia, and generally death, after violent

convulsions, provided that the quantity of injected

blood be not below l-500th of the weight of the animal,

and also that the injection be not made too slowly.

Brown-Sequard attributes the non-success of Bischofl',

Blimdell, &c., mth blood of a different species of animal

to fom- causes—(I.) The blood used was not fresh.

(2.) Too much was employed. (3.) It was injected too

quickly. (4.) That it was too rich in carbonic acid,

and too poor in oxygen
;
the chief cause of failure being

the last one, and next to it the quantity of blood.

Dr Brown-Sequard concludes also that there is no
danger in employing the blood of cats, dogs, and various

other mammals for ti'ansfusion into the human species.

This is a most impoidant discovery, for it might happen
that no other blood could be obtained. He is of the

opinion of Dieffenbach also, that defibrmated blood

answers as well as that containing fibrin.

The quantity Brown-Sequard deems sufficient is

from 4 to 6 ounces—that is, for an adult. It is per-

haps as well to warm the blood, but not indispensable.

The blood is to be received into a large open vase, and
speedily whipped, then passed through a thick cloth,

and injected immediately. The injection should be
slowly performed

;
and if, after 2 or 3 ounces are

transfused, there should be great increase of the
respiratory movements, the operation should be sus-

pended for about 10 minutes. The middle basilic vein
is commonly chosen. It is laid bare for about an inch,

and isolated from the surrounding parts. A small

opening is made on its anterior wall, and the end of
the syringe cautiously inserted. Vai-ious instruments
are used, but a brass syringe, air-tight, will answer.
Dr Hamilton, of Ayr, and Dr Graily Hewitt, have
constructed syringes which lessen the chances of
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coagulation, and Dr Aveling, of Sheffield, has suggested
the passing of a tube between the two veins.

411. Dr J. Braxton Hicks has given an account of

six cases in which he has operated, but unsuccessfully.

He employed the graHtation tube and funnel of Dr
Hamilton, of Ayr, and mixed a solution of phosphate

of soda with the blood, in order to prevent fibrillation.

Professor Eduard Mai'tin, of Berlin, has devoted one
of his able monographs to this subject. His views are

instructive, and we shall transcribe the cream of them.

He differs from Brown-Sequard in regard to the kind
of blood to be used. He thinks that human blood

only should be employed. He is of opinion that the

risks have been overrated, and that the danger of death

from the entrance of air into the vessels is not so great

as has been supposed. His deductions are made from
the histories of 58 cases of exsanguined and exhausted
women, in a hopeless condition, 46 of whom recovered.

The following is his manner of operating :—He selects

a robust and healthy man, or, failiug him, a woman no
less starh und (jesund, and, aided by one or two assis-

tants, begins the operation. The median vein (unless

it be too much collapsed, as it is likely to be in the

exsanguined condition), or the cephalic, or basilic, is

laid bare by a bistoury, by means of a cutaneous inci-
|

siou about an inch in length, then a curved trocar is

inserted half-an-inch into the vein in the direction of

the heart. An assistant performs venesection on the

arm of the pei’son selected to supply the blood, and the

blood is received into a porcelain cujd, heated with

warm water. The blood is then taken up by a glass

syringe, kept heated by means of warm water to 104°
|

F. The point of this syringe is then immediately

introduced into the canula (the latter being held firm

by an assistant, who removes the stilette), and the

piston slowly pushed inwards. The trocar is 4J inches

long, and the syringe holds fully 2 ounces. If more !

has to be transfused, care must be taken that there are
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no coagula in the canula or syringe. The latter should

be washed with warm water immediately after. We
judge by the pulse whether good is being got. If it

becomes slower and more perceptible at the wrist, if

the features brighten a little, and if the breathing Ls

less hurried, benefit has been conferred.

In connection with this supplying of blood from the

strong to the almost lifeless female, authors have pro-

perly pointed out that our work will be superfluous if

thei’e exists a non-contracting uterus. What matters

it though we pour blood in driblets in, if it is ebbing

out in a flood 1 “ What boots it at one gate to make
defence, if at another we let in the foel” We will

spare no resource, then, in order to secure uterine con-

traction. With it, and careful and skilled transfusion,

there is reason to be hopeful, even with the shadows
of the unseen land hovering around the patient. Pro-

fessor Martin’s collection of cases is fitted to inspire

hope, and to incite to the adoption of the operation in

those cases of terrible floodmg where the patient is

brought to the very gates of death.

CHAPTEPv, XLII.

PARTURITIOX. CLASS III. COMPLEX LABOUR.—ORDER IV.

CONVULSIONS.

I

412. Another sombre cloud in the lying-in room, a

terrible complication of labour, claims our notice—viz.,

convulsions. These may happen during pregnancy, or

during labour, or after delivery.

(1.) Hysterical Convulsions.—This form happens
commonly in the earlier months of pregnancy, and may

i
arise from sleeplessness, indigestion, fatigue, emotion.
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or the general excitement common to the gravid
state.

Symptoms.—The woman has a choking sensation,

laughs, or sobs, and tosses about
;
at other times lies

as still as a felled oak. You diagnose it readily from
the other varieties. There is no frothing at the mouth,

,

no insensibility, no gi’eat contortion of the body, nor
,

is the breathing stertorous.
|

Treatment .—Hold cold water freely at her, streaming i

it well on the face, and, if necessary, administer one or

other of the anti-spasmodic txdo, valerian, assafoetida,

and ammonia. Clear the bowels well out, and recom- '

mend those admirable tonics, exercise in the open air,

and quinine. Let the woman also have some suitable

mental occupation, on which she may concentrate a
fickle mind, prone to dwell on the coming youth, and
to conjure up no end of calamities.

Apoplectic Convulsions.—This form usually occurs

towards the close of labom-, and frequently, if a severe

labour, where much voluntary work has been sujxer-

added to the involuntary of the second stage. This

naturally leads to cerebral congestion. The attack is

usually ushered in by head-pain.

The symptoms are injection of the eyes, flushing of

countenance, stertorous breathing, slow and full pulse,

insensible pupil, coma. If there be congestion of the

brain merely, some little hope may be left
;

if efiusion,

the grim Reaper Avill be gratified, and the patient’s

friends, like the doctor, enveloped in sadness and
gloom.

Treatment .—Push on the antiphlogistic treatment

with telegi’aphic celerity, so to speak. That does not

consist now-a-days, as a rule, in withdrawing a perfect

flood of blood, although, despite extreme men, such as

the useful Rennet (who has achieved much by arrest-

ing other men, no less extreme, in their excessive phle-

botomizing career), we may do that with splendid

results at times. Understand you : if you meet with
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a woman with vessels o’erflowing full, and ready to

hurst (and, notwithstanding the change of type now
acknowledged, and due mayhap to advanced civilisa-

tion, so called, there are still a few such), you will not

be deterred from reducing the redundancy by any ful-

minations on tliis side of Jordan. No, you will with-

draw a goodly pint, and probably with good issue.

At the same time, you may profitably apply counter-

ii’ritants to the lower parts, and ice to the head. Ene-
mata of turpentine also helps. If the woman stands

out, vesicants to the head come usefully in.

By all means empty the uterus without delay (if the

apoplexy has developed during labour), either by ver-

sion or the forceps.

413. Epileptic Convulsions.—Now we come to the

I most prevalent variety of convulsions occurring in the

puerperal state, and which calls for more extended
and careful consideration.

Statistics .—This form occurs about once in 600 cases,

and formerly killed 1 in 4| of the mothers. We say

formerly, because we cannot believe that, in the days
of chloroform and chloral, the rate can be so high.

This impression is shared, we know, by many of our
brethren. Primipaim are most liable to be attacked.

Dr CoUins found that, of 30 cases which he had, 29
were first labours

;
and of Dr Merriman’s 36 cases, 28

were also first. Women with “ short thick necks, and
of a coarse make,” are most liable, according to Collins

;

as for ourselves, we have seen convulsions in women
differing widely in these respects.

Causation.—The etiology of convulsions received a
flood of light from the investigations of Flourens and
Marshall Hall. Flourens showed that no direct ii-ri-

tation of the cerebnim or the cerebral nerves could
occasion muscular action, and that the spinal cord
(including the medulla oblongata, pons, crura, and tuber-

cula cpiadrigemina), that is, the hritation of it is the
producing cause. A step further was made by Mar-
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shall Hall, who demonstrated that this iiTitation might
be caused by ceidain incident or excitor nerves

;
thus

opening up a wide and profoundly intei’esting field. In
treating of the causes of convulsions now, we simplify

matters much by dividing them into the centric and
eccentric, as has been done by Tyler Smith in his able

work.

Centric Causes .—These may be intra-cranial as well

as inter-vertebral, because, as before stated, j)art of the

true spinal system has an intra-cranial habitat. Intra-

cranial causes are, cerebral congestion, or effusion of

seium or of blood, or any brain disease sufficient to

occasion compression. By this pressui’e the medulla,

ikc., is affected indnectly. The inter-vertebral causes

may arise from disease of the cord or of the meninges,

hypersemia, or amemia of the same. An impure con-

dition of the blood circulating in the vessels of the cord

is another cause. This includes the different toxiemias,

a most important one being connected with albumi-

nuria. Of this we must speak at length further on.

Disorders of the liver also lead to blood impurities

sufficient to provoke eclampsia. While convulsions

are produced by these physical causes, there are also

psychical ones to be noticed,—emotions of diverse

kinds, whether of intense fear or pleasure, astonish-

ment, gi’ief, or shame. We remember well that our

first case was an emotional one, caused by the entrance

into the lying-in-room of a stranger. The female was
one of the most sensitive to be met with, and has

proved herself, since that occasion, to be very prone to

excessive neiwi-motor action. It i? generally remarked

that many cases happen in women unmarried, owing
‘

perhaps to gi’ief, or remoi-se, or shame. Tight-lacing,

too (from a desire to mantle the abdominal tumour as

long as possible), has perhaps something to do with it,

the pressure thus exerted leading to albuminuria, or

other visceral disorder, and thus producing toxaemia.

414. Eccentric Causes, or those due to ir-ritation of
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incident nerves. These are (following Dr Tyler Smith

largely)

1. Irritation of spinal excitor nerves of the uterus

and passages.

2. Irritation of incident nerves -svithin the cranium.

3. Irritation of incident spinal nerves of rectum.

4. Irritation of incident spinal nerves of ovaries.

5. Irritation of gastric and intestinal branches of

the pneumo-gastric nerves.

6. Irritation of incident spinal nerves of bladder.

7. Irritation of cutaneous nerves of the mamma, and

of the hepatic and renal branches of the pneumo-
gastric.

(1.) Irritation of the Uterus and Vagina .—This may
occiu’ during the period of gestation, during labour, and
after it. When convulsions occur during pregnancy,

the most common time is between the 7th and 9th

month. Dr Tyler Smith lays gi’eater stress on irritation

of the vagina than of the uterus, the former exciting

much more extensive reflex muscular actions than the

latter. The pressure of the head on the os and vagina

is the occasion of the irritation, and this is usually

greatest in primipara
;
thus accounting for their greater

frequency in the latter. More cases occur, too, with
head presentations than with any other. While the

pressure of the head is thus a chief cause, it has to be
remarked that the simple presence of the foetus in the

utei’us is sometimes enough. The irritation of a dead
foetus is also sufficient in some imstances. When once
the fits have been initiated, they are liable to be re-

excited by very slight causes. We shall relate an
instance that we met with some years ago in illustra-

tion. We were called by Dr Sheriff’, now of Datlio,

to see a ju-imipara, who had been seized with convul-

sions towards the close of the second stage. On our
arrival we found that the child had been expelled, but
the placenta was still within the uterus. On intro-
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ducing the hand very gently into the vagina (indeed,

a finger or two had only touched the parts), a violent

convulsive seizure set in. This patient has ever since

(that is, during labour) evinced a great proneness to

excessive nervi-motor action, and during parturition

we not only abstain from touching her beyond once,

but remain in a separate apartment until the very close

of the second stage.

(2.) Irritation of Incident Int/ra-Cranial Nerves.

—

This is another eccentric cause. The irritation may
be due to meningeal inflammation, to osseous tumours,
or to clots pressing on the membranes.

(3.) Irritation ofExcitor Nerves ofliectum.—Nfarms,
indurated feces, drastic cathartics, fissure, and piles,

have caused epdeptic fits, and are all the more likely

to do so when gestation or parturition co-exist.

(4.) Ovarian Causes.— Morbid conditions of the

ovaries may ii-ritate the spinal system reflexly, with

sufficient strength to produce convulsions.

(5.) Stomach and Intestines.—Various kinds of food

of an indigestible kind may produce convulsions, by
irritating the terminal branches of the pneumo-gastric.

The irritation produced in the intestines may arise

from worms, improperly digested food, or vitiated

secretions.

(6.) Bladder.—Calculus, retention of urine, strangury,

may give rise to sufficient irritation.

(7.) Mamma.— Cracked or chapped nipples have

occasionally given rise to so much pain and irritation

as to produce convulsions. The liver and other organs

supplied by the pneumo-gastric are adequate excito-

motor organs when disordered.

415. Symptoms.—Pain in the head, nervous irri-

tability, restlessness, confusion of ideas, twitching of

various muscles, a peculiar fixed stare, jirecede and

herald the fit, which is similar to that of epilepsy

with this difference only, that there is a succession of

convulsions.
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Treatment .—The remedies to be emjiloyed differ, as

do the causes and sources of the irritation. If an
overloaded stomach be the cause, unburden it by the

speediest of emetics, such as sulphate of zinc or

mustard. If the bladder is at fault, treat it according

to the nature of the disorder. After clearing it out,

soothe it by morphia injections. This will not be ab-

sorbed so as to do harm. If it is a cracked nipple, get

it soothed and healed. If they arise during pregnancy,

whether from a dead child or not, unless other means
cure cpiickly, Ve ought to induce labour.

Bleeding. —What about bleeding here 1 It has been
common to bleed largely in such circumstances, but

this treatment is now much more rarely pursued.

Modern pathology is rather against it, as we shall see.

We may run briefly over the arguments in favour of

caution in this way. We shall see immediately that

lu’semia plays a very important part in the majo-

rity of these cases
;

but let us fii-st listen to the

pathologists.

We may begin with our countryman. Dr C. B.

I Radcliffe. He wrote in the “ Lancet,” some time ago,

that “ the clinical history of disease is opposed to the

theory that would ascribe convulsions to congestion of

the cerebral veins. In pertussis and pulmonary con-

gestion these veins are gi’eatly engorged with black

blood
;

yet the consecpiences are dreamy sleepiness,

stupor, perhaps coma, rarely convulsions. When ex-

treme venous congestion is brought about by straining,

i «fec., the result is the same—coma, apoplexy, paralysis,

I not epilepsy.” Kussmaul and Jenner 2iroved by ex-

1

periments that convulsion was occasioned rather by an
amemic than a jilethoric state of the brain. Shroider

van der Kolk deems the })rimary cause a molecular

change of the reflex nervous centres, not necessarily

induced by congestion. Trousseau, Niemeyer, and
others, found that congestion was more an effect of
the convulsion than the cause. There is, then, a
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widely-increasing belief that the super-polarity of the

nerve centres—the ganglionic cells—is brought about

more frequently by ansemia, and by blood-poisoning,

than by congestion.

416. If such be the case, we are to be cautious with
the lancet, and only to employ it when swollen vems
and a full and corded pulse, &c., testify to an extreme
and hurtful plethora. We say, a hmiful plethora, for

in some case it may help to prolong the convulsions, if

it do not originate them. Passive engorgement of

the lower section of the cord has been found by the

pathologist in some of the cases which proved fatal.

Even that, however, may have been an efiect and not

a cause, and we are not to be bliudly led by
2
>ost-

mortem changes. If anj'thing should teach us caution

in this respect, it would be the post-mortem alterations

common to some parts of the body, such as, for example,

the stomach. From phlebotomy, then, we are in gene-

ral to refrain in puei’jieral eclampsia, kno^ving that the

congestive theory stands on a feeble pedestal, if it has

not been overthrown.

Opium.—What of this drug here 1 It is not safe
;

indeed, it is very unsafe in plethoric females. If we
wish to induce congestion of the nerve centres, then

an effectual plan is to give opium. In amemic cases

it may not jorove so directly hurtful
;
but still even here

it is detrimental, by aggravating debility, congestiug

the depurative organs, and undermining digestion.

In convulsions it is good to have the bowels well

opened, and after-wards to throw up counter-irritant

enemata, such as turpentine. A favourite clyster with

us is an ounce of turpentine, 30 minims of aq. amraou.,

30 minims of tinct. camphor, and 10 ounces of warm
water. It is common to place a drop of croton oil on

the back of the tongue, so as to operate on the entire

canal. Ice to the head is a useful auxiliary, -svith

counter-irritation to the extremities. The inhalation

of ether or chlorofoi-m is of great service in puerjreral
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convulsions. With chloroform we diminish the fre-

(|uency and force of the tits, and in some cases ap-

parently banish them.

417. But another remedy now demands notice, as

of very great utility in this sei’ious complication—^we

refer to the hydrate of chloral. We believe that we
reported, to the Obstetrical Society of Edinburgh

(1870), the first case of puerperal convulsions treated

by chloral in Scotland. At least, Sir James Simpson,

who was present, said that, so far as he was aware, it

was the tirst. (This meeting possessed a profoundly

melancholy interest, from the fact of its being the last

graced by the presence of Simpson, whose attendance

always imparted greater interest, animation, and im-

portance to the proceedings.) This case, which was
due to emotion (a fright), and therefore less amenable
to treatment, j:)roved eminently successful. The chloral

arrested the conviilsions at once, and induced a pro-

found repose, from which the lady awoke refreshed, and
fi-ee from any evil after-effects. To the same Society

my friend. Dr Furley, of this city, communicated other

cases (1871), where gi-eat good was also done. There
is now a long list of equally favourable examples scat-

tei’ed through the various journals. As regards the

dose, we think 40 grains enough to give at once
;

if

that does not induce sleep, it may be repeated. But
we must take care not to give too much, 140 grains

being viewed as a poisonous dose.

If the convulsions have occurred before the close of

labour, it is usual to expedite delivery, on the ground

that the peripheral irritation aiising from the pressure

of the foetus, either on the cervix, os, or passages, is

producing the tits. If the head is well down, the

forceps will be suitable; if higher up, version will

likely answer us better. Before the days of ainesthesia,

the violent contortions of the woman impeded operative

procedure very much, but now she is lulled into an un-

resisting repose. The ernjitying of the utems does not
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always banish the fits, but often does; and, moreover,
gives a faii-er field for the play of the remedies which
we select. Besides, we may save the child, for, when
convulsions are protracted, the latter often perishes.

The treatment, then, may be summed up thus :

—

Moderate bleeding, where there is considerable plethora;

chloroform inhalation, or chloral; with ice to the head
and spine, and counter-initation at the extremities.

CHAPTER XLIII.

URA5MIC CONVULSIONS.

418. There is an albuminuria of the gravid state,

wliich, if not absolutely harmless, is, at least, not

attended by evil consequences fitted to excite notice.

We refer to that due to pressure on the kidneys, and
common to primipaim especially, and where the albu-

men is of limited amount. There is another and
graver toxaemia, where the quantity is much gi’eater,

and the results much more serious, and to that we shall

now refer. The connection between albuminuria and
puerperal eclampsia was first called attention to by Sir

James Simpson and Dr Lever, nearly thir-ty years ago;-

and since that time it has not failed to engage the

earnest attention of the leading obstetricians in this

country, and in Germany and France. Learned socie-

ties and academies of scientific men have discussed the

subject with the greatest warmth and interest, and even

at the present time the embers are often disturbed.

The chief controversy has been in regard to the causes

of the albuminuria, the relation of this to urea, and the

relation of the latter to eclampsia
;

also, whether urea

be the immediate cause. The convulsions of albumi-
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niu'ia, or lU’semia, generally occur during labour. The
blood is rendered imperfect by losing albumen, and im-

pure by retaining urea. How does the toxaemia ope-

rate! Sir James Simpson’s view Avas this :—He “ be-

licAmd that the impure blood j^roduced a preternatural

excess of ii-ritability or polarity of the nervous system,

but more particulaidy of the spinal system of nerves,

and in this Avay a morbid predisposition to convulsions,

from irritation of the uterus, vagina, &c., that would
be incapable of producing this convulsive effect, were
not the polarity of the spinal system for the time being

highly exaggerated.”

One keenly canvassed point is this, viz., whether the

urea is the poison that does the mischief, or Avhether

this is not rather changed by a fermentative process

into carbonate of ammonia, the latter, then, being the

immediate cause.

419. The reason that leads some to doubt the urea

lies here— it is found to exist in many cases Avithout

leading to convulsions. The view of Frerichs was,

that the con\mlsions Avere caused by imperfect excretion

of urea, and that the urea accumulating in the blood

become decomposed into carbonate of ammonia. A good

many opposed this doctrine, their opposition being based,

like Frerichs’ opinions, on experiments. It was found

that in animals from Avhoin the kidneys had been re-

moved, Avhile urea in excess Avas found in the blood,

yet no ammonia Avas discovered. Then Opiiler found

that the convulsions produced by injecting carbonate of

ammonia into the blood Avere different in their charac-

ter from those of a uraemic toxaemia. This scepticism

in regard to the ammonia doctrine Avaxed strong, and
Dohrn, a year or tAvo ago, almost Avent the length of a

total repudiation of it. In a recent part of the
“ Archives of Gynaecology,” Spiegelberg has come
strongly to the rescue of Frerichs. He reports a case

of puerperal convAilsions, where venesection was per-

formed, and the neAvly-draAvm blood subjected to a care-
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ful analysis by Gesclieidlen. An excess of ammonia
was found to be present, and there was also a great

increase of imea. The urine was extremely albuminous,
and awanting in urea. Spiegelberg, along with Hei-
denhain, injected carbonate of ammonia into the arteries

and veins of dogs and rabbits, and found, contrary to

Oppler, that uriemic phenomena were set up. There
was first restlessness, then tonic and clonic convulsions;

afterwards, and finally, profound coma. The quantity

of ammon. carb. employed by Sjiiegelberg was 1^
grains, four times repeated. The 6 grains were thrown
into a large bi’anch of the jugular vein of a dog, weigh-

ing about 7 lbs., and about 15 seconds after the last

instalment was injected general convulsions were pro-

duced, clonic spasms alternating with tetanic sj^asms,

these giving way to profound coma. These experi-

ments of Spiegelberg, one in every respect com^Dfitent

to undertake them, certainly tend to strengthen the

faith of those who cling to the ammonia theory. It

may be added, also, that Brown-Sdquard has 23i’oduced

convidsions by injecting ammon. carb.; and Bernard has

detected ammonia in the stomach and bowels of ani-

mals after removal of the kidneys.

420. Causes of Albuminuria.—We have already

alluded to renal comjn-ession as a cause of albuminui’ia.

Dr Rose Cormack (so lately doing noble and self-

denying work in the beleaguered cajaital of France),

was one of the first to ^Joint out this
;
and Dr Brown-

Sequard satisfied himself of the truth of it by experi-

ment. He placed a lady, who suffered from albuminux’ia

in the ninth month, in a position in which the jxressure

of the gravid uterus was removed, and the albumen

gradually passed away from the urine. On resuming

the ordinary position it re-appeared.

Condition of Kidney.—The kidney is altered to a

condition resembling somewhat that common to an

acute attack of Bright’s disease. This must be only a

temporary transformation, however, for within a few
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days after labour the urine imju’oves, and in a week or

two the albumen vanishes.

Robin thought it due to imperfect oxygenation of

the albumen.
Dr C. J. B. Williams was of opinion that congested

kidney simply was the cause.

The symptoms of ui-remia were produced by Mar-
chand by placing a ligature on the renal nerves

;
and

Kramer found that albuminuria resulted from a divi-

sion of the sympathetic nerve in the neck. Claud

Bernard produced it by puncturing the medulla

oblongata
;
and Budge, by jmncturing the cerebellum.

Frerichs, INIeyer, and others discovered that it could

be produced by ligaturing the renal veins.

Blot(“De 1’ Albuminurie chez Ics Femmes Enceintes,”

These, Paris, 1849) ojiposes the view of a structural

disease of the kidney. He found women dying of it,

and yet showing none of the pathological changes of

Bright’s disease, and also that the other characters of

the urine were different.

One important point, enabling us to diagnose with
greater accuracy, is this :—In Bright’s disease there is

often a certain degree of amblyopia, and sometimes
amaurosis, as we have seen

j
while in albuminuria,

caused by the pressm-e of the enlarged womb and its

contents, the retina is unimpaired.

421. Relation of Albuminuria to Rrsemia.—While
there has been gi-eat discrepancy of opmion in reference

to the origin of the albuminuria, there has been no less

in regard to the relation between albumen and urea.

Payer, Christison, and others believed that, as the
albumen increased in the urine, the urea diminished in

it, and increased in the blood, but subsequent investiga-

tions have shown that this is not always the case.

Robin, Fi-anz Simon, Brown-Sequard, Bernard, and a
host of other authors, have now shown that albuminuria
exists in connection with many diseases (such as erysi-

pelas, fevers, measles, hepatic disease, &c.) without
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developing the iihenomena of nriemia, Urtemic con-

vulsions, then, we must conclude, have no direct

connection with albnmmuria.
We have now seen, though briefly, that there are

not a few dark and doubtfid points in regard to the

etiology and pathology of ura3mic convulsions yet

;

that, ls<. The cause of the albumen is not very clear;

%\d, The connection between the albumen and the urea
is not a little shrouded in mystery

;
and, 3rcZ, That the

relation of the urea to the eclampsia is yet enveloped

in some doubt. There is thus a very tempting field

still open for the exjiloration of the chemical physiolo-

gist, and which may yield in the future a glorious

harvest of practical good.

But while there is no certainty in regard to these

points, let us repeat that there is a strong pi’obability

—

Isi, That the albumen is due to congestion of the

kidneys.

2«fZ, That there is a close relation subsisting between
the albuminuria and the uriemic toxajmia.

3?’d, That the uriemic convulsions (ammoniacal
eclampsia, we would now term it, after the recent

experiments of Spiegelberg) are probably due to the

decomposition of the urea into cai’bonate of ammonia.
422. Consequences of Albuminuria in the Par-

turient Female.—Sir James Simpson held the followmg
opinions on this subject ;

—

(1.)
“ Albummuria, when present during the last

periods of pregnancy and labour, denotes a great and

mai'ked tendency to puerperal convulsions.

(2.) “Albuminuria, in the pregnant and puerperal

state, sometimes gives rise to other derangements of

the nervous system, without proceeding to convulsions,

such as local paralysis (amaurosis, &c.), neuralgia,

hemiplegia, and parajilegia.

(3.)
“ CEdema of the face and hands, going on occa-

sionally to general anasarca, is one of the most frequent

results of albuminuria in the pregnant female.
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(4.)
“ "Wlien this oidema exists, we ought to suspect

albuminuria
j
and if we find it on testing the urine,

I we should endeavour, by antiphlogistic treatment, to

avert the convulsions.

(5.) “ Albuminuria and its efiects ai-e far more com-
mon in primiparie than in later labours.

(G.) “Albuminuria, with convulsions occurring in

any laboim later than the first, generally results from
fixed granular disease of the kidney, and does not dis-

appear after deliveiy.”

Before px’oceeding to the treatment of this disorder,

we may mention that Dr Carl Braun, of Vienna, has

witten very ably on the subject. (See the translation

of his work, “ Uriemic Convulsions of Pregnancy,

Parturition, and Childbed,” by Matthews Duncan.)
Dr Braun calls it eclampsia puerperalis, and deems it

“an acute affection of the motor functions of the nervous

system (an acute neurosis of motility), marked by
insensibility, tonic and clonic spasms.” He says that
“ it occiu's only as an accessory phenomenon of another

disease, generally of Bright’s disease in an acute form,

which, under certain circumstances, spi-eading its

toxsemic effects on the nutrition of the brain and whole
nervoxis system, ju’oduces those fearful accidents.”

Braun is therefore of o])inion that puerperal eclampsia

is the effect of Bright’s disease, but there are obstacles

to our subscription to this doctrine, as we have seen.

To repeat them shortly :—(1.) Albuminuria exists

often without structural renal disease. (2.) Bright’s

disease has existed without albumen being detected in

the urine. (3.) Acute Bright’s disease does not always

go on to uriemie eclampsia. (4.) Fatal cases of this

form of convulsions have been seen where no granular

renal disease was detected.

Tliere is only another thing we shall notiee in con-

neetion with this subject, viz., that in the blood of the

children who die (and they often die in this eclampsia)

carbonate of ammonia has been discovered. Dr Braun
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thinks that they ai’e Idlled by the ammonia, and that

where the mothers jierish they are poisoned by the

same substance. Some children born alive have died

subsequently of ursemic convulsions.

423. Treatment.—If the eclampsia occurs before

labour, we may endeavour to cure the urgemia by the

internal use of colchicum and other diuretics, such as

the acetate of potass, and juniper, &c. The inhalation

of the oil of juniper has often a surprising effect in the

way of reducing the oedema. We have employed, also,

spongio-piline, steeped in infusion of digitalis, and
spirit of juniper, over the abdomen, with good results.

Colchicum, we all know, is unrivalled in the way of

promoting an increase of the urea in the urine. At
tlie same time, we must treat the convulsions when
tliey occur either with chloroform inhalation or chloral.

The former was thought by Sir James Simpson to be

curative as well as palliative, and that its beneficial

effect was due to its parting with sugar in the blood,

the sugar then ^ireventing the fermentation of the urea

into carbonate of ammonia. A temporary diabetes

mellitus is said to be produced by the amesthetic. As
regards the chloral, we are now employing it sucess-

fully in this form of eclampsia, as well as in others.

A good dose of it (40 to 60 grains) should be given at

once. Only, where we wish to deliver as speedily as

possible, we will not find the chloral so useful as the

chloroform. Frerichs thought that the administration

of benzoic acid (10-gi’ain doses) helped to neutralise

the carbonate of ammonia. Citric acid and dilute

hydrochloric acid should, we think, be given
;
and why

not large quantities of sugar 1 The bowels should be

kept freely opened by hydragogue catarthics, such as

the compound jalap powder, or scammony, or camboge.

Catheterism may be requii’ed if the bladder is not act-

ing properly. The head is to be kept cool by the ice-

bag, and the nape of the neck may be vesicated.

Counter-irritants over the loins are also beneficial.
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Bleeding.—Bleeding is much more rarely resorted

to, and it Avould only be justifiable to ^abstract a

moderate amount where there was unusual [)letbora,

and that j ust at the outset of the eclamjisia.

424. Question of Delivery.—When the convulsions

occur during labour (or even before it, when they

resist treatment obstinately), the uterus is to be emptied

by the method least productive of peripheral irritation.

If the os is not open, and the bead is high, Ave might
try the combined method of turning. If Ave fail ui

this, AA'e must dilate the os, either Avitb Avarm-Avater

injections or Avitb a Keiller’s air-bag, the patient, of

course, being under chloroform. Then perform ver-

sion by the ordinary plan. When the head is loAver

doAAui, we may succeed easily Avith the forceps. Dr
Braun recommends the introduction of a gutta-percha

bag into the vagina
;
after Avhich it is distended Avith

Avarm Avater, as a means of efiecting the distension of

the os. We may state, that even in j^n^rperal

eclampsia we liaA'e not hesitated to perform manual
dilatation of the os. We did this a month or tAvo ago in

a case Avhich Ave saAV Avith Dr Furley, and it was quite

successful. When the Avoman is thoroughly aniesthe-

tised, the irritation does not excite convulsions. We
fully agi’ee with those Avho avoid embryotomy until

absolutely impelled to it.

Sometimes mania has set in after these couAuilsions,

especially if they have gone on long unmitigated. If

this shoidd happen, the patient must be kept very
quiet, and large doses of bromide of potassium given.

Chloral comes well in here also, securing as it does

the much desiderated sleep. Coimter-iriitation may
be required at the back of the head, and nutritious

diet, if the Avoman is Aveak.

Induction of Premature Labour in Albuminuria .

—

Tliis Avas proposed by Sir James Simpson and others,

so as, if possible, to avert ui’semic convulsions, and
thus also save the child.
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CHAPTER XLIY.

PARTURITION. CLASS III. COMPLEX LABOUR. ORDER V.

LACERATIONS.

425. Rupture of Uterus.—Of the various lacera-

tions to which the parturient female is liable, none
equal in seriousness—nay, fatality.—that of the uterus

itself. It is, of course, most liable to hapjien during

labour, but may take place prior to this, owing to

accident, or disease, or interstitial pregnancy.

Statistics .
—The accident occurs about once in 1200

cases. Primiparse are less liable to it than multiparie.

The great majority prove fatal, and rapidly so.

Causation .
—When rujiture occurs during labour,

the cause may be excessive uterine action. The fundus

and body may contract violently, and the lower zone

refuse, from preternatural rigidity, to dilate. In such

a case it has hap^iened that the cervix has been torn

away. Opei’ative procedime, such as turning in pre-

sence of a tetanically contracting uteims, or forcible

and incautious use of instruments, may likewise occa/-

sion rupture. La Motte and Levret believed that the

excessive tossing about, or convulsive movements of

the foetus, might cause it. If the uterine walls were
attenuated by disease, this might happen

;
and, indeed,

the uterine contractions during labour would then also

be more likely to lead to rupture. Cases of scirrhus,

softening, and gangrene leading to it, are reported.

Distortion of the pelvis may help to produce it, by
offering resistance to the descent of the child. The
pains being violent, and the head not being able to

enter the brim, may be forced thi’ough the walls

of the uterus. It is usually the cervix that is rup-

tured in such cases, and Dr Burns thought it was
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owing to pressure of it between the head and the j^elvic

brim. Obliquity of the uterus has been deemed a

cause, the force of the child’s head being thereby

<lirected mostly against the side of the cervix. Di-

Thomas Keith (now of justly great ovarian repute)

discovered, when collecting materials for his thesis, in

1848, that women pregnant with hydrocejihalic children

were very liable to a giving way of the uterine joarietes

during jiarturition. Of 74 cases, 16 had laceration

of the womb. Irregular action of the uterus has

])roduced it during gestation, there being no pre-

monitory symptoms. In such cases some part of

the parietes must have been either greatly thinned or

softened.

426. Sometimes it is found that a premature degene-

ration of the muscular fibres of the utei-us has led to

it—an earlier granular transformation of the fibre

cells. Dr Barnes is of opinion that death of the fcetus

in utero is occasionally a cause, owing to its losing its

natiu'al resib’ency and aptitude for being propelled

through the pelvis.

An instinctive case is reported in the “ Lancet,”

July, 1866, by Dr Dalton, where the labour was ob-

structed by the natiu’e of the ^''Pesentation—viz., a

head and foot. On a post-mortem examination, it was
found that the laceration was posterior and longi-

tudinal, extending from the cervix to the body. In
this case the uterine parieties had become thinned and
softened, probably o^ving to her having stumbled while
crossing a railway, 10 weeks before. At least, a pain
over the uterus was set up at that time, and continued
till labour. There was scarcely any external bleeding

in this case. Some authors have suggested that too

large doses of ergot, given when the os is rigid, may
conduce to rupture. Denman says that, “ independ-
ently of disease, the uterus may be worn through mecha-
nically in long and severe labours, by pressure and
attrition between tlie head of the child and the pro-
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jecting bones of a distoi’ted pelvis, especially if there 1

exists a sharp edge.
1

The duration of the labour was supposed to have !

something to do with the lesion, but Dr Trask has
(

shown, in his admirable essay, tliat many cases occurred

where the labour had not exceeded 12 hours.

Seat of Rupture .—It was at one time thought that

the cervix was the most common seat, but that Dr
Trask has found that, of about 120 occurring during

labour, one half were of the body and fundus, and the

other part of the body and cervix, including, in some
cases, the vagina. Sometimes the peritoneum is lace-

rated as well as the uterus
j
at other times the former

has been found torn mthout any laceration of the

womb.
427. Symptoms.—These vary a little according to

the seat and extent of the rupture
;
but there is, gene-

rally, intensely acute pain set up immediately, and
confined to a jiarticular spot. The pain is of an in-

tolei’able and agonising cliaracter, dwarfing even tlie

throes of partuiition. The uterine contractions are

commonly arrested, and the head, or presenting jiai-t,

is found to recede, owing to the entrance of part of tlie

foetus withm the peritoneal cavity. There may be

haimorrhage externally, but often there is not
;
bleed-

ing, however, taking place into the cavity of the peri-

toneum. The pulse becomes weak, rapid, and fluttering,

and the respnation hurried. Vomiting occurs, at first

ofthe stomachic contents, then material ofa dark-brown

colour. The countenance betrays the great suffering by
pallor, puckering, and pinched features

;
and collapse

sets in rapidly. This collapse may be partly due to the

internal haemorrhage
;
but probably is more o^ving to

the pain, the nervous shock, and the advent of the

foetus into its novel and abnormal locality. When the

feetus has thus misci’ated from its natural habitat into

the fearfully abnormal pei’itoneal location, its various

parts may be made out more distinctly by the hand
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through the abdominal j^arietes. Some abdominal

emphysema, with crepitation, may be detected at

times. Soon after this, if the patient does not succumb
to the collapse, a reaction sets in, but it is just the ini-

tiation of inflammation. There is an enhancement of

the ]min
;
the abdomen gets tympanitic, and extremely

tender
;
the patient lies on the back, with the knees

drawn uji
;
the pulse gets still more feeble and rapid,

the respiration more hurried and painful
;
vomiting jier-

sists, alternated with hiccough
;
the extremities become

cold
;
a clammy perspiration breaks out, and the patient

gi’adually sinks and perishes.

428. Treatment.—Speedy delivery is demanded, and
in the manner least likely to aggravate the terrible

shock of the rupture. Version should be performed, if

practicable
;
and if the foetus has got out of the uterus and

into the abdomen, we must introduce the hand carefully

througli the rent, and, seizing a leg, draw it cautiously

down. Care must be taken not to drag down or bruise

any portion of grit, if, as sometimes hajipens, it should

be prolapsed. If the head has not receded much, and
lies low enough to be grasped, the forceps may be more
suitable than turning. After extraction, large doses of

opiunj (gi’. 1 eveiy hour) must be given
;

it is the sheet-

anchor here. If it is under ban in eclampsia, in this

melancholy complication it is our chief mainstay and
hope. If the woman is saved it is through opium. If,

owing to pelvic distortion, or rigidity of os, or tetanus

of the uterus itself, we are unable to turn, or to deliver

with the forceps, the only other alternatives are cranio-

tomy and gastrotomy. The forceps is often inappli-

cable, and embryotomy is often practised
;
but unless

the head be down, and well steadied, much difficulty

will attach to the operation. Try and turn always,

if at all practicable. Under chloroform there are,

now-a-days, fewer cases of unconquerable rigidity met
with, or, we should rather say, we have a better chance

of overcoming the rigidity. Some authors, including
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W. Hunter and Denman, actually recommended these

cases to be left to nature. Never was a moi’e hopeless

task entrasted to her wondi'ous power. It was thought
that the child might ultimately be discharged by
abscess, through the abdominal walls, as happens in

extra-uterine pregnancy at times
;
but no one now

thinks of folding his arms and waiting for so doubtful

a contingency.

429. The performance of gastrotomy, though a danger-

ous proceecUng, may have to be undertaken; that is,

where the lighter alternatives of version, the forceps, and
cephalotripsy are quite imiDracticable

;
but how cheerless

the prospect if the woman is in a state of collapse. If the

female were not so very much weakened, and all other

operative procedure necessarily debarred, then it might
be performed

;
but we question, wei’e she in a state of

])rofound collapse, whether we ought not to wait and see

whether or not, by means of stimuli, some little retiu’n

of strength might not be secured. Only, there is this

again, the certainty of peritonitis setting in. Delay-

ing delivery is now generally condemned, for the re-

searches of Dr Trask have shown that if there is hope

at all (and, indeed, that is little in any case), it lies

more on the side of early extraction. The rfeatinent

of the collapse consists in the administration of mode-
rate quantities of stimulants, ammonia, and wine,

taking care not to aggravate reaction by intimoderate

supplies. Warm bottles should be placed at the ex-

tremities. Wlien inflammation begins, 2 or 3 dozen

leeches should be applied to the abdomen, and the

opium continued every hour. Hot poultices over the

abdomen are also useful.

An interesting case is reported by Dr Crighton, of

rjhapel-en-le-Frith, in the “ Edinb. Med. Journal,” Aug.

1864. The doctor performed gasti’otomy, and the patient

recovered slowly. Fourteen hours elapsed between the

time of rupture and that of the pei-formance of the

operation. This woman had a contracted pelvic brim.
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Anothei- case is given by Dr John Moir, of this city,

in the same Joiirnal for October 1865. This was a

tranmatic one, the woman having been struck on the

right side of the uterus by the sliaft of a cart. On
receiving the injury she almost fainted, and was carried

home, profuse hsemon’liage appearing externally. An
opiate was given by the doctor who first saw her, and
hot fomentations enjoined. This treatment was con-

tinued for fully 24 hours, and it was not till nearly 30

hours had elajised after the receipt of the injury that

Dr Moir was summoned. After consultation with Dr
Keiller, and Dr Alexander Simpson, Dr Black (now of

Charing Cross Medical School) being also present. Dr
Moir performed gastrotomy. On opening the abdomen,
a large tin basonful of clots and bloody serum escaped.

The child was seized by the thighs and removed, the

abdomen carefully sponged, and the wound closed with
wire sutures. She died 30 hours after the operation,

with all the symptoms of peritonitis. There was no
post-mortem j)ermitted by the friends.

Dr Moil- thinks (and we cpiite agree with him) that

this woman might have had a better chance had the

operation been undertaken earlier
;
but the Doctor, of

course, could not perform it until he was sent for, which
was, as stated, more than 24 hours after the injury

occurred. There was no time lost on his part. Not a
few men of experience are rather in favour of gastro-

tomy in these cases, as a rule. They are of opinion

that it offers a better chance, on the whole, than turning,

because we are enabled to adjust the utei'ine wound
])roperly, and not only that, but we clear out the clots

from the peritoneal cavity, and thus avoid an almost

certain cause of fatal inflammation.
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CHAPTER XLY.

PARTURITION.—CLASS III. COMPLEX LABOUR. ORDER VI.

INVERSION OF THE UTERUS.

430. This is a rare accident or complication (out of

100,000 deliveries in the Dublin Lying-in Hospital,

there was only a single case of acute inversion, accord-

ing to Dr Denham, “ Dublin Quart. Journ. Med.
Science,” 1866), and fortunate is it that it does not

occur often, for it is a very critical one. It involves

a turning of the uterus inside out like a pocket, the

internal sui-face becoming external. The fundus tra-

verses the cavity of the uterus, just as the head of the

foetus would do, descendmg also through the os, and
forming a cavity lined, by peritoneum, open towards the

abdomen. Thus the mucous coat of the uterus is

external, while its external or peritoneal coat becomes
internal. The inversion may take place to a gi’eater

or smaller extent. There may simply be a little de-

pression of the fundus (in which case there will be a

great chance of the body of the uterus forcing it further

down), or partial inversion, or complete. In partial

cases the fundus is brought down into the vagina,

forming a hemispherical tumour closely invested by the

os. The depi’ession of the fundus may be felt through

the abdominal wall. When the inversion is complete,

the uterus descends beyond the vagina, and may be felt

protinding. In this latter case the os may be detected

as a thickened circular band at the apex of the tumour;

and we fail, .of course, to detect the uterus through the

abdominal parietes.

431. Time of its Occurrence.—Some authors believe

that inversion may occur in the vii-gin uterus, even

when that is innocent of any tumour or other contained
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body; but, if this be true, it is no less certain tliat such

cases are exceedingly rare, and that it usually happens
to the parturient uterus, or where this organ is the

seat of polyjuis or other tumour. Cases are recorded

where it has occurred during abortion, but by far the

gi'eater number have taken place immediately after

delivery. It occui-s sometimes after the death of the

female, owing to posthumous contraction of the uterus.

It has happened many hom’s after labour, from the

violence of the after-pains. There is a case reported

by Dr James Sidney, of this city (“ Ed. Med. Journ.,”

Sept. 1866), where it occurred at the fifth month.
There was also a fibrous tumour (intra-uterine).

Method of Production.—There is no gi’eat unanimity
of opinion respecting the method of production of this

accident. A very prevalent view is, that it is occasioned

by a reckless management of the third or placental stage;

by hauling at the funis, like a sailor at cable; and that,

too, when the uteins Ls not assisting, and consequently

relaxed. Now, while this may be true, so far as some
instances are concerned, we know quite well that it has
often occm’red without this form of mechanical traction,

or, indeed, any other. Its siiontaneous production must
be fully conceded. A short cord has sometimes caused
traction sufficient to induce it, and the same is true of

the weight of the child, when it has been born while
the mother was in the upright position. Some cases

are reported where, when the hand of the accoucheur
has been inserted for the purpose of detacliing an ad-

herent placenta from the fundus, the uterus has been
excited to such intense action that inversion has been
produced.

4.32. Dr Tyler Smith believes that inversion cannot
take place when the uterus is passive

;
there must be

an active condition of that organ. This we believe to

bo a sound view, and one supported by experience.

The following is his description of the process of inver-

sion—the steps by which it is effected (“ Manual of



430 PRINCIPLES AND PRACTICE OF MIDWIFERY.

Obstet.,” p. 481):—‘-There is,” says he, “fii’st cup-like

depression of the fundus. Coincident with, or immedi-
ately following upon, this depression, there is hoiu'-glass

contraction of the body or lower portion of the uterus.

The annulai- contraction of the body of the uterus

grasps the intro-cedent fundus as it would a foreign body,

and cai’i’ies it downwai’d for expulsion through the os,

the os itself being at this time either in a state of inertia,

or actively dilated, j ust as at the end of the second stage

of labour. A fter the inverted uterus has passed through
the dilated os, this part ofthe organ becomes contracted,

preventing re-inversion (reponement), from taking

place. There is, first, then, depression of the fundus,

with annular or hour-glass contraction of the body
of tlie uterus and dilatation of the os. Next, there

is intus-susception of the fundus by the body of the

womb. Lastly, complete inversion, with contraction

of the os upon the inverted oi-gan.” According to this

theory, the uterus itself is the chief factor in its O'vvn

misplacement
;
and its inversion cannot altogether be

laid to the door of the foolhardy accoucheur.

433. Matthews Duncan has devoted one of his

masterly papers to this question, and proj^ounds the

following original theory :—Conceding that the com-
plication is most prevalent in hands unskilled, he be-

lieves that mechanical interferences, such as pidling

at the funis, when the uterus is in a state of general

relaxation, may inaugurate the thing, or produce the

first stage
;
but the remaining pax't must be completed

by uterine action. Dr Duncan di-vides uterine inver-

sion after delivery into four kinds—(1.) Spontaneous

passive uterine inversion. (2.) Artificial passive uterus

inversion. (3.) Sjxontaneous active uterine inversion.

(4.) Artificial active uterine inversion. The only

uterine condition, he says, essential to the production

of all these is paralysis, or inertia, or comjxlete inaction.

This is the state of the entu-e organ at the time of pro-

duction of thefirsttwo. In thetwo last it is accompanied
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by uterine activity of another part of the uterus, that

is to say, we have one part paralysed, inert, and in-

capable of action, and another sound and active. Wc
have an example in hour-glass or annular contraction.

Here the naiTOw or constricted part is active, while

above this there is inertia. AVlien the upper part is

paralysed, and the lower active, and the former gravi-

tates a little, or is made to descend a little by down-
liearing (or owing to the state of the retentive power
of the abdomen), then we have the conditions leading

to inversion (spontaneous active). The paralysed and
inert jiart is seized by the contiguous contracting seg-

ments, and borne down through the os, and beyond
the vagina. Rokitansky, Hegar, Desormeaux and
others, have pointed out this local inertia as productive

of hour-glass contraction, but none of them indicated

that it might be concerned in the causation of inversion.

Diagnosis.—One could hardly mistake a complete

case of inversion, but the more limited variety might
not be so readily detected. It might be mistaken for

pohqms. Dr M'Clintock published a case (“ Dublin
Quarterly Journal,” Feb. 1859), where there was some
difficulty at first in making it out. The tumour had
no rough surface (that of inversion usually has)

;
but

at no part could a bougie be jiassed into the cavity of

the uterus. Then, when the tumour was drawn down,
all appearance of cervix and os was obliterated. In
these incomplete cases, then, on inserting the finger

within the os, Ave feel a rough and bleeding surface,

and the tumour (fundus) Avould be sensible. On
manipulating OA’er the abdomen, wo might detect the
cup-like depression. A case of complete inversion

resembles uterine procidentia a little, but is easily dis-

tinguished from it. In inversion there is ha3morrhage,

and the os is absent interiorly.

434. Symptoms.—The symptoms of an acute case

(for the uterus is sometimes not returned, and then it

becomes chronic) are, great exhaustion setting in
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immediately, sinking, j^allor of countenance, weak,
rapid, and fluttering pulse. There is profuse haemor-
rhage in many cases

;
but these other symptoms would

seem to be independent of the flooding. When the

in version is complete, the bleeding is restrained by the

tight girdle of the os above. The nervous system

receives a severe shock, for death has sometimes hap-

pened shortly after the accident, and without much
haemorrhage. There is a case reported in the “ Edinb.

Med. Jour.” for Sejitr. 1866, where the woman died

an hour after the occurrence of inversion. She had
lost a good deal of blood before Dr Manford’s (of Inver-

ness) arrival, but little after he detached the placenta,

which was attached to the fundus. In this case the

midwife, who was in attendance, acknowledged to Dr
Manford that she had made pretty strong ti’action on
the funis. We should think that this female died partly

from flooding and partly from the severe shock. There
is an instructive case reported by Dr Denham in the
“ Dublin Quart. Journ. Med. Science,” for the latter

part of 1866. Little traction was made at the funis,

but the uterus was expelled from the vagina with the

placenta attached, as usually happens. Here the jiallid

countenance, the feeble and rapid jmlse, the anxious

aspect, the pain, and the sense of sinking, were well

marked. The placenta was readily separated without

Jnemorrhage, and the uterus quickly returned, the

patient doing well.

We have encountered this formidable complication

only once. We were using very moderate traction,

along with external pressure. Ergot had been given

as a preventive of flooding, the character of the labour

pains being such as to lead us to expect it. We shall

never forget the signs and symptoms of the accident.

There was great hiemorrhage, excruciating jDain, and

profound collapse, all in a brief space of time. By
steady upward pressure with the right hand, at the

same time steadying the uterus with the left, through
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tlie abdominal parietes, the uterus was soon replaced.

The strangulation of the womb by its own os and cervix

is doubtless the cause of the severity of the symptoms.
Other signs of inversion are the detention of the

elastic tumour
;
rough, and with a bleeding sui-face,

with its upper part tightly engirdled. In many cases

the placenta is still attached.

435. Symptoms of Chronic Inversion. — Chronic

cases may result from non-rectihed acute ones, or be

the consequence of a gradual displacement, as hapjiens

sometimes where there are uterine glo^vths, such as

poljqii. Chronic inversion has lasted in some instances

for from 10 to 20, or even 30 years. There is com-
monly recurring hiemorrhages, alternated with dis-

charges of mucus. The blood may be seen flowing

from the roughened surface eveiy month. Dragging
pains are experienced, and a feeling of much discomfort.

The patient usually becomes amemic, and often ccde-

matous about the lower extremities
;
and she finds it

difficult, if not impossible, to walk. Some have died

from distension and inflammation of the bladder, others

from sloughing, and even gangrene of the uterus. Inver-

sion of the uterus has been mistaken for polypus, and
there are various resemblances between them

;
but in

inversion you cannot pass the finger or the sound
beyond the pedicle of the tumour, whereas in the case

of a polypais you may pass the sound up and within
the womb. A combined examination with the finger

into the rectum, and the sound into the bladder

(Arnott), enables us to find out whether the uteiais be
in its normal site or not, and thus to confirm, or other-

wise, our suspicion of inversion. The tumour (of in-

version), as before said, is usually sensible, and rougher
on its surface than that of polypus. The uterus has
been removed by incision, in the belief that it was a
polypoid tumour. In chronic cases the tumour has
been often found to shi-ink considerably, and it loses

its red colour, becoming dark-brown.

F9
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Treatment of Inversion.—^When inversion is acute,

and has just newly happened, replacement is commonly
not difficult. You place the patient on her hack, with
the pelvis elevated a little, and then the bladder, if

necessary, may be evacuated. No time is to be lost,

because the contraction of the os uteri may conduce to

the enlargement of the tumour, by arresting the circu-

lation. If the placenta still adheres, detach it with the

lingers. The uterus is then to be grasjied, and its size

reduced as much as practicable by ju’essure
;
after which

we make steady U2iward force on it until it is rejilaced.

After it is jmshed up some way through the os, the

uterus assists our eflbrts, and it is frequently suddenly

reiioned with a jerk, accomjianied by a rejDort. We
should mention tliat (contrary to the advice of Puzos),

some recommend reduction without jirevious placental

detachment. This we think objectionable. It is obvious

that the more we reduce the bulk of the tumoui', the

better chance will we have of speedy reponement. Some
recommend the hand to be left m utero for some time

after rei)lacement of the tumour
;
but we would be

afraid of exciting violent, and, it might be, frregular

uterine contraction by such a course, the result mayhaj)

being a recurrence of the complication. At least, we
should not kee^J it very long in, unless the jiatient were
thoroughly well amesthetized. When the uterus is

seriously constricted by the cervix, it has been jjrojiosed

to divide the circular muscular band mth a bistoury.

If Ave found it impossible to reduce without this, we
Avould not hesitate to do it.

436. Eeduction of Chronic Inversion.—We have

now a brilhant page of wondrous success under this

head. Chronic inversion, that is, the treatment of it,

is no longer an opprobrium, any more than ovarian

disease, thanks in part to ana3sthesia.

Since Valentin, in 1847, reduced one a year old, the

tide of success has flowed, and there are numerous
instances reported casting this one faii’ly into the shade.
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Dr Tyler Smith’s case is one of tlie most remarkable,

(see “ Meclico-Chii-urg. Trans.,” vol. xlii., p. 183.) This

one was of 1 2 years’ duration. Dr Smith operated in

the follov'ing manner :—He compressed the tumour
with the fingers for 10 minutes, morning and evening.

After several days’ manipulation, tlie cervix, which

before the operative procedure began was extremely

tight, soon relaxed a little, and the tumour could be

forced slightly into the os. After each operation a large

India-rubber ah’-pessary was introduced into the vagina,

and distended as far as the jiatient could bear. This

jiessary was, as a rule, worn day and night. “ After

more than a week of these proceedings, the jiatient felt

a good deal of pain throughout the whole of one night,

and on the following luorninK, when an examination

was made, it was found that complete reinversion had
taken place.”

Dr Worster, of Hew York (see “American Journ.

Med. Sc.,” Oct., 1867), reduced one of four years’ stand-

ing. The doctor, after placing the woman under chlo-

roform, made fii'in compression on the tumour with the

gi-eased hand, and strong pressime upwards in the pro-

per axis. At the same time, firm counter-pressure was
made with the thumb and fingers of the right hand,

through the abdominal walls from above and behind

the pubis, dowmwards into the centre of the depressed

fundus and cervix, which soon began to yield. The
second finger of the right liand, most successfully ope-

rating as a wedge, dilated the cervix, vmtil the finger in

the centre of its circular ring met the thumb of the left

hand within the vagina, using the thumb at times to

reinvert the cornu, after the manner of Noeggerath.

This manipulation was continued for 30 minutes, and,

although pretty severe, was followed by no bad results

beyond a little tenderness. The proceeding was re-

sumed five days after, and carried on for 1^ hours
with partial success, the bulk of the tumour being
forced beyond the ceiwical ling. A Barnes dilator was
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placed in the vagina to prevent further protrusion.

The operation was resumed several times, and the up-
ward force per vaginam was increased to about 20 lbs.

The final manipulation occupied 3 hours, and was
crowned with ^Jerfect success. This was a most obsti-

nate case, and was not overcome without an amount of

compression and force which one would have expected
almost to lead to serious results.

437. Mr White, of Buffalo, has recorded a success-

ful case of 15 years’ duration. (See “ Report on In-

version of Uterus,” by Dr Quackenbush, “Trans. Med.
Soc., State of New York,” 1859, p. 170.)

Dr Marion Sims has proposed, in obstinate cases, to

make a vertical incision through the structure of the

uterus, on each side, at the part corresponding to the

os; he thinks this would facilitate reduction.

Dr Protheroe Smith reduced an inversion, 13 months
old, by means of compression made by a hemisphere of

wood on a handle, and then by ujiward pressure for

several hours.

Many more cases might be noticed did space permit.

There is no doubt that ansesthesia has contributed

much to the success that has attended the different

methods of reduction. The chief elements of success,

in addition to this, are a careful moulding of the

uterus (which even in chronic cases is wonderfully

plastic), imd a steady upward pressure by the hand,

aided by air pessaries. Sudden force, or excess of

force, must be avoided.

A caution may be given in regard to the treatment

of inversion, when co-existent with polypus. When
this latter has a broad base, the fundus may be drawn

down, and mistaken for the pedicle. The inverted

portion has actually been excised, in such circum-

stances, along %vith the polypus.

Treatment by Excision .—This plan has been recom-

mended when the case is foimd to be quite ii-reducible,

and when the poor woman’s existence is embittered by
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the concomitants of inversion, such as ulceration,

muco-purulent discharge, the dragging down, the de-

bility, the inability to locomote, &c. The operation

has been done frequently, with varying success. Di'

jNPCUntock has had one or two successful cases; and
Blundell, Teale, Hamilton, Davis, and others. Going
further back, we find Pare, Petit, Dessault, itc., also

successful. The operation is contra-indicated if the

uterus be affected with malignant disease.

Method of Operating.—Before the introduction of

the ecraseur, a ligature was placed around the highest

part, and gradually tightened until strangulation took

})lace, and the tiunour separated. Some, after ligatur-

ing, incised at once below the constricted part. At the

present time the ecraseur is employed, after drawing
the tumour well down, and keeping a sharp look out,

so as not to include contiguous parts. In connection

•with this subject, we may state that our friend. Pro-

fessor Inglis, of Aberdeen, reported some singular cases

which he met %vith in his practice in the “ Ed. Med.
Journ.’' for July, 1867.

CHAPTER XLVI.

LACERATION OP THE PERINEUM.

438. This is an accident that will happen under the

ablest auspices at times. It is most common in primi-

para. When of limited extent, it is of little concern,

but, if extensive, it may cause much future annoyance,

by giving rise to cicatrices whicli may impair its elastic

character, and thus impede labour. Besides, if exten-

sive, and not again properly united, it may favour pro-

lapsus uteri. This, we may .state in passing, is denied
by some authors, but we believe that it is true. At a
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recent meeting of the Edinburgh Obstetrical Society,

Dr Matthews Duncan read a paper wherein he made
very light of the perineum in its relation to uterine pro-

lapse. At the next meeting, we had the honour of ad-

vocating the opposite view, maintaining the value of

the perineum as at least an indirect prop to the uterus,

though not one of its chief supports. Those who wish

to hear at length what may be advanced on both sides

will find Dr Duncan’s paper in the “ Ed. Med. Journ.”

for February, 1871, and the author’s in the same
journal for that year.

But we must apologise for this digression. There is

a part almost invariably torn, and yet not the true peri-

neum, viz., the mucous membrane of the posterior

vaginal wall. Being loosely connected with the under-

lying structure, it gets everted, and is apt thus to be

torn.

Varieties of Ruptured Perineum.—These are foirr,

viz. ;

—

1. Wliere the perineum is torn from the fourchette

to the sphincter ani.

2. Wliere the laceration takes place between the

consti'ictor vaginas and spliincter ani, those

muscles not being involved.

3. Rupture extending the whole length of the peri-

neum, dividing the sphincter ani and recto-

vaginal septum.

4. Entire length as in No. 3, but anterior portion

untorn.

The child has sometimes passed through a perfoi-a-

tion such as No. 2, and also through the aperture as in

No. 4, the anterior margin remaining entii-e.

439. Causes of Ruptured Perineum.—The causes

named are numerous. (1.) Want of natural curvature

of sacrum, the child consequently being driven down-

wards upon the posterior part of the perineum, instead

of forwards in the direction of the axis of the pelvic
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outlet.
(
2 .) Pretei-natural force of utei’ine contrac-

tions, causing the expulsion of the foetus before it can

be adapted to the pelvic curve. (3.) Undue acuteness

of the pubic arch, preventing the presenting portion

from being received svitliin the gap, and thus leathng

to immense distension of the permeum. (4.) Rigidity

of perineum, whether from undue tenseness of fibre or

cicatricial tissue, (o.) Unusual breadth of perineum.

Here the head rests and presses more on it, instead of

being candcd forwards. (6.) Mal-positions and mal-

presentations. A hand coming down with the head
has caused it. A foot has sometimes been forced

thi’ough it. The breech does not receive the proper

forward du’cction so well as the head. (7.) Exostosis

of the pelvis may impel the jiresenting part down upon
it. (8.) Unruptured and very tough hymen. The
latter has been known to resist longer than the peri-

neum. (9.) Too strong voluntary oftbrt on the part of

the woman. (10.) Reckless use of instruments. (11.)

Preternatural enlargement of foetal head, as in hydro-

cephalus. (12.) Awkward manipulation in supporting

the perineum.

Mr Baker Bro^vn, in his excellent work, “ Surgical

Diseases of Women,” says that 31 cases out of 81 of

ruptured perineum which came under his care were
probably due to the use of instruments. In some cases

the forceps excited such violent j)ains that forceps and
child together were rapidly expelled. Surely no chloro-

form had been employed.

Consequences.—These depend on its extent. When
slight, there may be no inconvenience

;
but when the

sphincter ani and I’ecto-vaginal septum are torn through,

there will be distressing results. The ftcces may for a
time invade the vagina, causing irritation and an offen-

sive odour. When the feces are hardened, this is not

so likely to happen. Dragging pains are exjjerienced,

and the woman will have chfficulty in going up or down
a stair or incline. Troublesome leucorrhcea may be
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exjierienced too. A,s the perineum antagonizes the

diaphi-agm, its rupture removes one of the supports of

the pelvic and abdominal viscera, and these may gra-

vitate to a certain extent. The rectum prolajises, so

does the vagina and bladder
;
and as these are all con-

nected with the uterus, they tend to pull it dowm with

them. We are bound to add, however, that many
women have gone about mth an extensive ruptm-e

without suffering much inconvenience. Nature is full

of resources
;
the parts become hypertropliied, and even

when the sphincter ani is not healed, the feces are

retained. In some cases, where feces cannot go, how-
ever, offensive gas travels, and thus the unfortunate

woman exhales a forbidding odour, which compels
retirement.

440. Treatment .
—The treatment of this laceration

is thwarted by numerous obstacles. These are as

follow;— (1.) Irritation of lochial discharge. (2.)

Tendency to inflammation and sloughing in some con-

.stitutions. (3.) Retraction of the parts, occasioned by
the contraction of the muscles. (4.) Further sejiara-

tion of parts by movements of female. (5.) Greater
tendency to gi’owth of mucous membrane than to heal-

ing by first intention or by gi-anulation. (6.) Inter-

ference with healing process by rectal and vesical

evacuation. (7.) In some cases, lapse of time, leading

to hypertrophy and induration of parts.

Such are the chief impediments to the cure of peri-

neal nipture. By many practitioners, we may observe,

there is no gi-eat lamentation over these
;
they are not

much concerned whether it heals or not, that is, 25i’o-

vided the vagina and rectum are not thrown into one.

Some even joke, and say that it is better if union does

not take jilace, for then there will be a more ample

outlet for the child, should the woman again become

jiregnant. But to the treatment. In many cases union

takes jilace simply by keeping the parts clean and in

contact. For the latter puri50se, pass a binder round
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the thighs. The bowels should be opened early, and
then closed for a week. An opiate will do this. The
water may be dra'svil off with the catheter. The more
extensive rupture can hardly be exjiected thus easily

to unite, therefore various operations are resorted to.

Dieffenbach, some forty years ago, after investigating

the subject, laid down the following rules in connection

therewith :—(1.) Prior to the operation, the bowels

should be well evacuated. (2.) Operation to be iier-

formed as soon as possible after the accident, as suppu-

i-ation and sloughing are more likely if it is delayed.

(3.) No rupture, however slight, should be left to

nature, for the healing Avould be superficial, and the

vulva enlarged proportionably to the extent of the

laceration, by the retraction of the labia towards the

anus, the support of the pelvic viscera being thereby

also diminished. (4.) That three to five sutures are

necessary, according to the extent of the tear, the

insertion beginning at the anus, and, where the

sphincter is torn, the first being applied at its angle.

(5.) That in lax perineum the twisted or the inter-

nipted suture may be used
;
and when the vagina is

implicated, its fissure should be first brought together;

also, that where the perineum is rigid, an elliptic inci

sion should be made on either side of the median line,

and equidistant from it. (6.) Where there has been
much loss of substance, transplantation of adjoining

integument maybe had recourse to. (7.) In old-stand-

ing cases the edges of the wound must be pared. After

operation, the bowels must be constipated by opium.

441. These are excellent rules, many of them, and
have contributed much to success. Many other opera-

tions have been suggested by German and French
siu'geons. The Germans employ the interrupted suture,

and the twisted suture as an adjuvant, to jirevent

invei’sion or eversion, and thus maintain apposition of

parts. Some employ long cuiwed needles 3 to 4 inches

long, transfixing the whole thickness of the lips of the
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wound. The method of the distinguished surgeon Lan-
genbeck, of Berlin, embraced the following stages :

—

(1.) Section of the free border of the recto-vaginal

septum. (2.) Splitting of the septum, and the forma-

tion of a flap intended to form, in the new perineum,

the anterior side of the triangular sjiace formed by the

two canals, the vagina and rectum, with the perineum
as the base. (3.) Paring of the edges of the laceration.

(4.) Insertion of sutures. (5.) Dieffenbachian semi-

lunar incisions to relieve tension.

The patient rests after the operation on a water
cushion, and the part is dressed by compresses dijiped

in water.

Mr Baker Brown has been a very successful operator,

and we shall conclude by noticing his method.
When the laceration extends to only about an incli,

Mr Brown believes that rest, cleanliness, and keejiing

the legs close is sufficient. In that form, consisting of

a perforation, that is, where anteriorly and posteriorly

the parts are unruptured, it is necessary to divide the

anterior band at the fourchette, and then bring the

edges together by quill and interrupted sutures. If it

has existed for some time, the edges must be glared.

In the form extending to, but not involving the

sphincter ani, he believes operative interference neces-

sary
j
for although the functions of the rectum are not

interfered with, yet the vulva remaining abnormally

large in many instances, dragging down discomfort is

occasioned
;
and, worse still, there may be gradually

produced either a rectocele, or cystocele, or both, with

ultimate uterine prolapse. Undoubtedly, many of

these cases, as most experienced practitioners have

observed, heal up without operation, but often the

process is badly done
;
adhesion is superficial, and the

contraction attendant on granulation draws the parts

towards the anus, thus enlarging the vulva again. The

remaining severe form, of course, demands careful and

skilful operative treatment also.
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442. When is Operative Interference Contra-indi-

cated ?

—

Ml- Broivn says that we are not to operate if

the woman is pregnant and has gone on to the 4th

month, and inflammation and suppuration are present.

He waits, in the case of suppuration, until after de-

livery, and in the case of inflammation, until this

subsides. He does not share the fears of those who
think that operating will induce abortion. He thinks,

on the contrary, that wounds in this region heal more
rapidly during pi-egnancy than at any other time.

Leucorrhcea is not a bar to operating, but the mens-
trual discharge is. We must wait until the flow has

ceased for a day or two. Cough interferes much, and
ought to be cured flrst, if practicable. Ansemia and
general debility, or other morbid states impairing health,

are unfavourable, and ought flrst to be amended. As in

aniemia and tuberculosis, we And the operation for fistula

m ano often unsuccessful, so here union maybe thwarted.

Time of Operating.—TTae operation should be per-

formed immediately after the completion of labour.

The surfaces of the wound are then in a condition

more favourable to union by the first intention, and
paring is thus not needed. If this most favoiu-able

time is allowed to slip away, then vivisection of the

edges will be required.

Method of Operating (Brown).—Place patient on
back, with knees well bent back on abdomen, and
shave off any hair that may be in the way. The sides

of the fissure being held by an assistant, so as to make
them tense, a clean incision is then made about ^ an
inch external to the edges of the fissure, of equal
length to it, and sufficiently deep to reflect inwards
the mucous membrane, and to completely bare the
surface as far as another incision carried along the

inner margin. The denudation of the ojjposite side of

the rent or laceration is conducted in the same manner

;

and the mucous membrane, from any intermediate por-

tion of the recto-vaginal septum, is to be also pared
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away. Great pains must be taken with this denuding •

process, for the least bit of mucous membrane left will

maintain a fistulous opening when the rest of the sur-

faces has imited. The knife denudes more neatly and
thoroughly than the scissors.

443. Division of the Sphincter Ani .—Mr Brown
lays much stress on this, his own plan. So soon as

tlie stage of denudation and paring is completed, he
divides the sphincter on both sides, about ^ of an inch

in front of its attachment to the os coccygis, by an
incision carried outwards and backwards. A blunt-

pointed straight bistouiy is introduced within the

margin of the anus, guided liy the forefinger of the left

hand
;

it is then carried quickly and firmly through
the skin and sub-cutaneous areolar tissue to the extent

of an inch, or even two, exteimal to the anal orifice,

through some of the fibres of the muscle which imme-
diately surround the anal orifice, but leaving those

more deeply seated within it untouched.

Insertion of the Quill Sutures .—After division of

the sphincter, the thighs are to be brought together,

and the quill sutures introduced. The left denuded
surface, and the tissues external to it, being firmly

grasped between the forefinger and thumb of the

left hand, a strong needle, caiT5dng a double thread,

is plunged -with the right hand through the skin and
subjacent tissue, an inch external to the denuded sur-

face, and thrust downwards and inwards beneath it,

until its point reappears on the edge of that surface •,

it is then introduced at the corresponding margin of

the denuded space of the opposite side, and made to

traverse beneath it in a direction upwards and out-

wards, until it escapes at a point equidistant from the

external margin with that at which it entered on the

left side. Each suture is to be introduced in the same

way, the one nearest the rectum first. Two often

suffice, but three are at times required. The sutures

are double, to allow them to enclose the quills (or the
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pieces of bougie which are often employed), around
which they loop on one side, and are tied over by their

free ends on the other. Mr Brown prefers stout twine,

well waxed, for the quill sutures.

444. The Interrupted Sutures .—-When the quill

sutures are firmly secured, the sides of the laceration

are thereby approximated—the denuded surfaces in

apposition. Then, to bring together the outer margins

along the line of the skin, three or four interrupted

sutures—of silver wii-e—are passed. This is better

than the twisted suture. Previously to bringing the

operation to a close, the forefinger of the right hand
should be passed into the vagina, and that of the left

into the rectum, so as to find out whether the parts

are in complete apposition.

When the parts have been well cleansed by spong-

ing Muth cold water, a piece of lint steeped in cold

water is applied, and over it a napkin kept in position

by a T bandage.

It would be advantageous to cover the woxmd with

some carbolic plaster and gauze.

After-Treatment.—Place the patient on her left

side on a Avater-cvishion, after the operation, with the

thighs and knees close together, and flexed on the

abdomen. Perfect quiet is maintained. A little ice

by the mouth allays nausea and tendency to fever.

One grain of opium is given at once, and repeated

every 6 hours for the first 24 hours, and afterwards

one grain night and morning. Diet at first, beef-tea

and farinaceous aidicles. A little port wine may be
given the following day if the woman is feeble.

After the third day, a generous and restorative diet is

allowed, provided thei’e be no febrile symptoms. The
urine should be drawn off by a catheter 3 times in the

24 hours. On using the catheter, take care to prevent
dribbling of urine on the wound. After 8 days, the

woman may, as a rule, be allowed to pass water, resting

on the hands and knees.
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The dee}) sutures are to be removed ou the 2nd or

3rd day
;
in about 54 hours is the best time. If they

are longer kept in, suppuration, and mayhap sloughing,

is favoured. On the 6th or 7th day the interrupted

sutures may be removed. AVhen the quill sutures are

removed, care is taken not to separate the thighs, for

it is necessary to kee}) up their apposition for some
time. If there is much bleeding, ice may be applied.

Under the Listerian system, ofi'ensive discharges are

now less likely, so the disinfectant lotions formerly in

vogue are superseded. When union is complete, care

should be taken not to open the bowels in a Hamil-
tonian way. Gentle laxatives, such as a small dose of

castor oil, with enemata of warm water, are best.

Diu-ing the first evacuation, the perineum should be

supported. If sinuses exist, caustic, tinct. iodi., or

acetum cantharidis may be applied.

CHAPTER XLVII.

VESICO-VAGINAL FISTULA.

445. This consists of a perforation or opening between

the vagina and bladder. The bladder thus communi-
cates with the vagina, and may ])our more or less of

its irritating excretion, the urine, into this canal, giHng
rise to much distressing irritation. At one time this

accident was deemed, like cancer, one of the opprobrious,

incurable surgical ailments
;
but for a number of years

(some 20) back, thanks to Marion Sims, Bozeman, and

others, it has attained the platform of a curable dis-

order. Not that surgeons are yet invariably successful,

but only that failures are now less rare. The improve-
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ment of this opei’ation by om- American cousins is one

of the surgical glories of the young country, and, with

many others, such as the application of ether, &c.,

reminds us that while they are keen rivals in commerce,

they emulate, and frequently eclipse, us in discoveries

calculated to relieve suffering humanity.

Causes.—(1.) Prolonged labour—second stage—with

impaction of the child in the pelvis. This leads to

inflammation, ulceration, and sloughing. In a female

wai'd of the Royal Infirmary, on making inquiry some
wintei's ago, we found that in every case that year the

women who suffered from the accident had been

iqiwards of ^4 hours in labour, and some of them two
or three days. They were chiefly from the country,

and had been attended by midwives. (2.) Employment
of instruments recldessly, and without previous evacua-

tion of the bladder. The great importance of emptying
the bladder before delivery, by means of the forceps,

cannot be too often or .strongly impressed on the junior.

(3.) The fistula has been caused by criminal attempts

to induce abortion. (4.) A calculus in the bladder

during delivery, leading to crushing of the parts

between the foetal head and the stone, has been known
to occasion it. (5.) Long retention of a hard pessary

in the vagina. (6.) Malignant disease of the utei’us

and vagina sometimes eats its way through, and the

same with corroding ulcer. (7.) Sir James Simpson
(“ Obstet. Works,” p. 232) published cases where a
pelvic abscess occasioned it by opening into the

bladdei’.

By far the most common cause is the delay in laboim.

Next, perhaps, the use of the forceps with an impacted
rectum, and bladder o’erflowing full.

44G. Symptoms.—Involuntary dribbling away of

the urine by the vagina, with excoriation of the latter,

and of the external parts and thighs. Sometimes
ciystals form around the fistulous aperture. There is

a disagi’eeable urinary odour, and, of course, the woman
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is obliged to isolate berself on this account, and owing
to the constant wetting. The frequency with wliich

the urine drains away depends on the site of the open-

ing. If it be situated at the neck of the bladder, the

discharge will be unceasing
;

it will be at intervals

when the aperture is placed fiu’ther back. Diagnosis

may be confirmed by an examination, thus :—Pass a

pro^e or catheter into the bladder, then introduce the

forefinger of the left hand into the vagina. If there

be an opening, by thus manipulating, the finger will

come in contact with the probe. If the woman be
placed on her hands and knees, and the w'alls of the

vagina separated by a retractor or a duck-bill speculum,

the fistulous opening may be seen as well as felt. In
this position, too, the vaginal canal opens up won-
drously when the entrance of air is permitted. Marion
Sims first pointed out the value of this position. If

the opening cannot in either of these ways be detected,

being situated jierhaps between the bladder and cervical

canal, then a little tinct. cochineal may be injected

into the bladder, when it will be noticed to trickle from
the uterus.

Treatment.—There are some cases very unfavourable

even for the most skilful treatment. The extent of

the opening, its character, and situation, have not a

little to do with success, or the reverse. When there

is much loss of substance, there is little chance of suc-

cess. Sometimes there is not material to close with.

If far back, and imperfectly reached, one may fail also.

We have known women operated on half-a-dozen times

without a closure being effected. An opening of

irregular shape is not so favourable to success. We
shall notice briefly a few of the different methods

which have been adopted from time to time, and, lastly,

the plan now usually followed.

447. (1.) Cauterization .—The frequent application of

nitrate of silver has been tried, but without much
benefit. The same is true of nitric acid.
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(2.) The Actvx.ll Cautery .—This has cured in some
cases where the opening was small. Dupuytren, who
firet suggested this method, succeeded in several in-

stances. Delpech had favourable results, too, and Dr
Kennedy and others. In a single case, we obtained a

cure by this means.

(.3.) Flan of Dessault .—This consists in plugging the

vagma, and keeping a catheter in the bladder, so as

thereby to pi’event the urine from coming by the

abnormal channel of the va"ina. Some cases have been

thus cured. There is a better prospect of a good result

if the apertiu’e is small, and not situated too far back.

The Dessaultian method is certainly based on a sound

principle. \Yhat is it that mainly hinders a closing of

the opening! The urine is the great bar. Well, keep
it away from this opening, favour its exit by the natural

passage, and you attain half the cure. Nature

—

exceedingly potent—-Avdien the obstacle of acrid urine

is not thi'own in her way, I'epaiis wondrously. If

complete union does not take place, there is sometimes
a thickening of the edges and mechanical closure.

Complete organic junction, however, has rarely been
secured in this way. There is one di'awback to this

method, viz., intolerance of the catheter in some cases.

This we have witnessed frequently. You will find

some females who will tolerate this foreign body in

their uretlu'a uncommonly well. Others again (and

the same is true of males) are extremely irritated, and
experience rigors or febrile symptoms by its presence.

/?icf6'ton.—Some cases have done well after being
laid open, as in a rectal fistula. It is only slight ones
at the neck of the bladder that will answer thus.

Blundell laid one (at the neck of the bladder) open into

the urethra, and it did well. We cannot look for

many cures by this method.

448. (4). The Sutural Method .—Roonhuysen was the
first to practise this plan, and it was also cai-ried out
by numerous other surgeons. The original method,

2 G
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however, was by the use of twine or silk. This checked
union by jiromoting pus. By-and-by came metal.

Metal has proved a perfect God-send. To whom are

we indebted for it 1 Mr Gossett, of London, undoubt-
edly employed metallic (gold) wire, in 1834, for sutures

in this operation, but his example was not followed in

this country. This was, perhaps, owng partly to the

fact that he did not “ push ” the method sufficiently

;

for it must be confessed that even a real, and true, and
useful invention often requires much persistent lauda-

tion to ensure its adoption, so conservative is the pro-

fessional mind. A little caution is all very proper, be-

cause frequently all that glitters is not gold. And often

“ IFcis glanzt istfiir den Augcnhlick gehoren."

The lustre, then (Mr Gossett’s metallic wire not being

adopted) of metallic sutures belongs to the Far West.
It was Marion Sims who wafted their value from pole

to pole. Dr Sims, in fact, by his speculum also, and
other appliances for this accident, made quite a gi-eat and
worthy reputation. Dr Bozeman, of Alabama, is also

entitled to renoAvn in connection with this matter. He
introduced many improvements of various value. Mi-

Baker Brown and Sii- James Simpson still further

added to the means whereby the operation might be

performed with less difficulty, and with increased

success.

449. Sims' Invention .—This was the silver wire

(annealed) sutures. The wire is very fine
;
and Dr

Sims used at first clamps, or cross-bars of lead or silver.

The great advantage of the silver lay in this, that it did

not ulcerate out. Then, there is his highly-useful

duck-bill speculum. Dr Sims, before introducing the

wire, transfixed the parts to be brought together at as

many points as were required by means of a long,

speai’-pointed needle armed with silk thread, the ends

of which were left free to serve as guides for the me-

tallic sutures. He then fixed the wire sutures, by
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means of a clamp, on each side of the united edges, and
by split-shot fastened on each ligature. Dr Sims now
discards the clamps, and simply twists the ends of the

suture together.

Dr Bozeman's Invention .—Dr Bozeman invented tlie

button shield, an oval plate of silver, of form and di-

mension adapted to the fistulous aperture, and about

the thickness of card-board. It is perforated along the

centre with a row of holes to admit of the sutures, the

two ends of the ligatures going through one hole.

When the sutures ai-e inserted, this shield is pressed

down to the fistula, and the wires are then drawn
tight, and retained by split-shot, or other means. His
bent knives, forceps, &c., are also very ingenious. The
button-shield seemed to answer well, many complete

cures being effected by it, both by the inventor and
others.

Sir James Simpson discarded tliis, and latteidy em-
ployed the silver or iron ^vire by itself, twisting the

ends by the little instrument noAv so Avell known. His
long, curved, hollow needle, through which the wire

passes so as to be introduced, is not more ingenious

than useful.

Method of Operating.—Some preliminaries are

necessary in many cases. If there are cicatrices in the

vagina, they should be divided first. A straight bis-

toury is used, and the cuts are to be made towards the

sides of the vagina. Arrest the bleeding by ice, or

strips of lint dipped in oil. After the removal of this,

in 48 hours, a tent of compressed sponge is placed in

the vagina so as to dilate it. When the incisions are

healed, and the Avhole vaginal surface covered by
mucous membrane again, the operation is to be begun.

In many cases this pievious treatment is not required.

Any salts from the urine, hanging like little needles

around the fistulous aperture, are to be flooded away
by injections. The oj)eration should not bo ])orformed

during lactation or menstmation. A week after this
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latter flow is the time. As in the case of other opera-

tions about the pelvis, the bowels are to be evacuated
first.

450. The patient is usually placed either in the litho-

tomy position, or in that suggested by Marion Sims

—

the semi-prone posture. Dr Bozeman adopts that on
the hands and knees, and this is best in some cases, as

giving a better view of the lesion
;
but then it debars

the use of chloroform. An assistant widens out the

vagina with Sims’ speculum, or with retractors; and
the surgeon, on getting a view (if possible) of the open-

ing, seizes hold of the vaginal septum with a vulsellum.

This is given to an assistant to hold; then the operator

maps out by incision the extent of the mucous mem-
brane around the opening which he means to remove,
making his cut (as in cancer of the mamma) on the

lower side first, so as to prevent the blood from cover-

ing and obsciu'ing the apertime. By a long curved

knife this ring of mucous membrane is then pared off

—

sometimes in a single piece. Some cut away the

mucous membrane by means of scissors. Sometimes
we will' make the septum tight, and get a better point

of resistance when cutting, by introducing a piece of

cord through the bladder, and bringing it out at the

opening, then having the assistant to hold it tight.

When the edges are pared, the sutures are introduced

by the long perforated needle. This needle is made of

ilifierent curves to suit different cases. From 3 to 5

or G sutures may be required, and after introducing

them, they are tightened by twisting their ends. The
sutures should be kept in for a good while—8 or 10

days. The after-treatment is the same as in ruptured

perineum. The patient gets a good opiate, and a

catheter is introduced into the bladder. This should

have a curve, so that the extremity within the bladder

should point upwards towards the pubis, and an elastic

tube and bag should be attached to its external end to

collect the urine, and prevent wetting of the clothes.
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A mild laxative may be given the 9 th day, with an

enema of warm water.

451. In cases where the fistula embraces the uterus

also, and the os forms one side of the opening, the sur-

face of the latter must also be denuded, and the suture.s

[lassed through it, so as to unite it with the wall of

the bladder. For this purpose the womb is prolapsed

a little by means of the vulsellum.

When the opening is in some part of the cer^'ix, and
not far above the os, this latter is slit up to the aper-

tiu'e. Then the cut edges are bound by suture to the

bladder, as before.

When the fistula is still higher, and this method
cannot be practised, it is sometimes necessaiy to oc-

clude the os, and let the menses go vid the bladder.

Better have bloody urine (the hiematuria, mark, neither

renal nor vesical) once a-month, than a continuous or

oft-repeated flow of irritating urine by the uterus and
vagina, keeping the hapless female in isolation, discom-

fort, and misery.

Plastic Plan .—When there has been great loss of

substance, a portion of integument has been trans-

planted to the fissure. Veljieau suggested this plan,

but here the plastic operation has not been attended

with success.

Pauses of Non-Success .—In numerous cases, even
after the operation has been carefidly performed, a

complete closure is not achieved. One cause of failure

is, the leaving of a portion of mucous membrane
dui'ing the paring of the part around the fissurit

Another may be the not taking a deep enough hold of

the tissues in passing the needles. Failure may also

arise from a cartilaginous condition of the edge of the

wound, from debility of the patient, or from neglecting

to attend to the bladder, and to the maintenance of con-

stipation for some time.
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CHAPTER XLVIII.

PROLAPSUS UTERI : PROCIDENTIA.

452. A falling down of the womb is by no means a
rare accident. It may occur soon after labour, or quite

unconnected with parturition. When it occurs after

delivery, it is usually in a few days, and probably owing
to the woman sitting up too soon. It has been divided

into the complete and the incomplete
;

the former

embracing those cases where the uterus has appeared
externally (in which case it has also been termed Proci-

dentia)
;
the latter those where, though it has gravitated

somewhat, it remains within the vagina. We cannot

enter at length, in a work of this kind, into a discussion

of the interesting subject of causation, but must content

ourselves with almost a simple enumeration of the

causes. They are divided into the predisposing and the

exciting.

1. Predisposing Causes .—These are (1.) An unusually

large pelvis, with deeply concave sacrum, j^ermittiug

of retroversion of the uterus. (2.) Relaxation of the

uterine ligaments, more especially the utero-sacral.

(3.) Rupture of the perineum. (4.) Relaxation of

vagina from leucon'hoea, &c. (5.) Prolapse of vagina.

(6.) Prolapse of rectum. (7.) Prolapse of bladder.

(8.) Hypertrophy of uterus. (9.) Uterine jjolyjh and
fibrous tumours.

2. Exciting Causes .—The action of the abdominal

muscles and diaphragm, when suddenly or forcibly

called into play, as in coughing, lifting heavy weights,

straining at stool, <kc.

453. One of the most important cases is the weakening

of the utero-sacral and broad ligaments. These take a

great part in the maintenance ofthe uterus in its position.
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Tlie vagina also supports it considerably, the womb rest-

ing on it as on a firm though elastic pedestal. When the

former is relaxed and enlarged, it is no longer so effectual

a I'rop, but permits of uterine descent. Another thing

which paves the Avay to prolapse is a retroversion of

the uterus. In its normal position its axis does not

correspond to that of the vagina
;
but if it falls a little,

it rests on the posterior vaginal wall. When it is

retroverted, however, its axis is made to correspond

more Avith that of the vaginal canal, and it may then
glide out, or be forced out, much more readily, unless

buttressed Avell by unimpaii-ed ligaments above, in front

and behind. We have discussed the subject of retro-

A^ersion at length in the “Edin. Med. Journ.,” Mar. 18G9,

and beg to refer the student who A\ushes a fuller account

to that paper. This relation of ruptured jierineum to

prolapse is similarly exjjlained. Rupture destroys the

curvature of the A'aginal canal, shortens it, and brings

its axis into corresjiondence Avith that of the long axis

of the uterus, thus favouring the gravitation or descent

of the womb Avhen the other conspiring causes of pro-

lapsus—weakened ligaments—are present. We have
treated at length of this connexion betAveen lacerated

perineum and prolapsus in a paper published in the
“ Ed. Med. Journ.,” 1871.

Though prolapsus is mo.st common among parturient

females and elderly Avomen Avhose pelvic and labial

fat has been absorbed, it is by no means rare to meet
Avuth it among Aurgins. We are not, however, to be

1 surprised at this, for the Aiterine supports may be
Aveakened during menstruation

;
and even though the

A’agina be pretty tense, if retroversion Avere present,

it Avould not offer so gi’eat an obstacle to descent. We
belie\*e that in virgins it will be found that retroversion

has usually preceded prolapse. The most recent case

that came under our care was of this natui'e. An
I unrelaxed, a close and strong vagina, is a useful uterine

J
prop

;
but it is not contended that it offers an impassaldc
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barrier to descent. We suspect that in many of these

cases, too, there has been some sudden straining oi’ lift-

ing of heavy burdens, or severe and protracted coughing.

We have a case of a non-married woman whose proci-

dentia was occasioned by a chronic cough.

Hypertrophic Elongation of Cervix.—M. Huguier
viewed elongation of the cervix as a cause, but mere
elongation is not prolapsus any more than lengthening

of the uvula is.

454. Symptoms.
—Pain in the back, bearing down

sensation, leucorrlitca, and sometimes menorrhagia.

DLfhcult defascation and micturition
;
vesical inflamma-

tion. The stomach .sympathises generally, and it may
be irritable or dyspeptic. Pains in the bowels and
distension of the abdomen occur

;
the woman is often

depressed in spiiits, and very miserable. In procidentia

locomotion is much interfered with.

Treatment.—If it occurs soon after labour, it should

be returned, and the patient made to remain in the

recumbent jiosture, Avith the legs a little elevated.

During the lochia no pessaries can be used, or anything
in the way of astringents, to the vagina. Tonics, how-
ever, such as iron and quinine, may be given, with a

generous diet, in order to strengthen. We are fond of

nux vomica also as a strengthener of the uterine liga-

ments. Its power in this way is not inferior to that

which it exerts in cases of intestinal and vesical atony.

In elongated cervix it is as well to remove a portion

by means of the 6craseur or knife. We have operated

in several cases Avith the knife, and found the bleeding

easily checked by perchloride of ii'on. The galvano-

cau.stic method is very useful where the neck of the

tumour is small. In employing the ecraseur, it is well

knoAvn that, unless great care be exercised, contiguous

parts may be di’avm in and removed. This has been

clone frequently, and probably if we had operators

as ready to give us the benefit of an account of their

mistakes as PirogofF and Veljieau were, Ave Avould ha\'e
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a tolerably sombre catalogue. By reticence as regards

errors—by throwing a mantle over blunders—some of

our greatest men have much retarded the progi’ess of

science. The details of success are much enhanced by
the details of failure. But we digress.

MeansforSupporting the Uterns .—These are pessaries

of various kinds, and operations for constricting the

vagina.

Pessaries.—Formerly the globular wooden pessary

was much employed, but it dilated the vagina consider-

ably, and thus rendered this pedestal of the uterus less

capable of rendering support. Various shapes of air-

ball pessai’ies have been employed with varying success.

The best is the disc-shaped, or oval, flat-pessary, made
of giitta-percha. Dr Meigs’ ring-pessary is a useful one.

It is constructed of watch-spring, encased in thread,

and then coated with gutta-percha.

455. Dr Charles Bell’s Uterine Support .—Dr Charles

Bell, President of the Edinburgh Obstetrical Society,

invented a uterine support a good many years ago,

which we consider of great utility. A full descrij^tion

of this instriunent will be found in the “ Ed. Med.
Journ. ” for May 1865, but we may .state the principle

of it in a word or two. There is an external part,

consi.sting of a steel band an inch broad, and covered

with leather. This encii'cles the pelvic part of the

trunk. To this, which gives support to the back, the

pessary is attached. This latter is wooden, and globe-

shaped, and being only of the diameter of the cervix,

does not dilate the vagina. This is most important.

The pessary is appended or fixed to the external shield

by means of a narrow piece of German silver, 9 inches

long. This piece of silver is arranged so that it can
be shortened or elongated at pleasure. It is also easily

bent, and thus readily adapted to the axis of the upper
strait. While thus fiexible, it is yet fiiun enough to

afford adequate support, and it is easy of introduction.

It is not meant to be employed in very recent cases.
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The principle, then, of affoi-ding support by means of a
stem fixed externally we believe to be good. The ball

might be made of gutta-percha.

Sponge Pessaries.—Dr Keiller, whose obstetric in-

ventions, we may here observe, are not more numerous
than valuable, introduced, some time ago, a novel kind
of sponge-pessary for the sujiporting the

uterus. It is made of gutta-jiercha, and has the advan-

tage of not becoming fetid like ordinary sponge. It is

also fii-m, and being well retained by the vagina, yields

excellent supjiort to the uterus.

456. Operations for Constricting the Orifice of the

Vagina.—Mr Baker Brown introduced an ojieration

for constricting the vaginal apertui’e. He x’emoved a

horse-shoe-shaped piece of mucous membi’ane from the

vagina, close to the iiosterior commissure, and then

brought the denuded surfaces together by quill and
internqited sutures. This diminished the ostium vaginae

considerably.

Constriction of the Vaginal Canal.—Where the nar-

rowing of the vaginal ajierture and lower part of the

canal are inadequate, the constriction of the liigher ^lor-

tion has been carried out. There are several methods
of doing it. Dr Marion Sims removes a V’^^taped

portion of mucous membrance from the anterior wall,

the ajiex of the V being near the urethra, and the two
arms reaching near to the side of the cervix uteri. He
then brings the jiared surfaces into apposition by sutures.

These he retains from 10 days to a fortnight.

Other means of narrowing the canal consist of pinch-

ing numerous folds with small forceps, which are left

in until the membrane separates
;
and destroying por-

tions of it with the actual or the potential cautery.

457. Astringent and Tonic Remedies.—When the

jirolapse is not extensive, and one obvious cause of the

descent is a relaxed and enlarged condition of the vagina,

good may be obtained by means of astringent apjilica-

tions. We have often rendered a very flabby vagina
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tense by means of a strong solution of tannin (10 grains

to the ounce), or alum, or sulphate of zinc. As before

said, the internal use of iron and mix vomica helps

exceedingly.

Failure often results even from the operations for

vaginal constriction. When such is the case, we believe

it to be gi-eatly owing, in many cases, to retroversion

(without tlexion). When the womb is retroverted, and
the ligaments (especially the utero-sacral) are relaxed,

it wiU gravitate much despite this narrowing of the

vaginal canal and orifice. Mechanical support, then,

will alone maintain it.

If the procidentia has been of pretty long standing,

and the vagina has become indurated and thickened,

there wiU be some difficulty in effecting replacement.

But we must seize and compress the uterus with the

gi-eased hands, and make steady upward pressure
;
the

patient being on her back, and with the pelvis ele-

vated. Thus may this plastic organ be compressed and
moulded, and reponement rendered more practicable.

458. Vaginal Eectocele.—This consists of the jiro-

trusion of a jiortion of vagina and rectum through the

vulva. It was termed Bectocele by Malgaigne, who
described it in 1838. (See “ Memoii-e sur un Prolapsus

Bectocele Vaginal,” &c., Paris, 1838.) Other observers

knew it well enough before, such as Sabatier
;
and Sir

C. Clai'k pourtrayed it accurately under the term pro-

cidentia vaginiB. It is singular, however, that, while
Clarke termed a prolapsus of the anterior vaginal wall
with bladder, procidentia vesicie, he should have ignored

the rectum in the prolapse of the posterior vaginal wall.

Simple prolapse of the posterior vaginal wall (without

rectum) is very rare. The same is tine of the anterior

wall, the bladder usually depending also.

Causes.—A rectocele is usually of gradual formation,

although it may be suddenly occasioned by lifting

weights, or stumbling, or falling. The common cause

of the gradual production of the tumour is a relaxed
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condition of the vagina, and laceration of the permeum.
When tliis latter is torn, the vagina loses support, and
it is often relaxed from child-bearing, leucorrhoea, &c.

Fiecal matters coming down into the rectum distend its

anterior surface, and this having lost efficient vaginal

support, a pouch is gradually produced. This pouch
(like the miser’s) has no tendency to diminish, but, on
the contrary, increases, for the muscular fibres of the

rectum become enfeebled by sti’etching, and are unable

to expel its contents. At the same time, the strainiirg,

the action of the abdominal muscles, instead of over-

coming the sphincter, just helps still further to enlarge

the pouch. Thus a prolapse is jiroduced. We have
seen an enormous collection of faeces in some of these

cases. The student must keep in mind that the pos-

terior surface of the rectum is not prolapsed, but main-

tains its normal connections.

459. A posterior vaginal prolapsus tumour, while

rarely simple, may yet be laden with something else

than rectum. Intestine may descend betwixt the

vagina and rectum, pushing the recto-vaginal fold of

j)eritoneum before it. Ovaries and ovai'ian cysts may
also gravitate here.

Diagnosis .
—You may see or handle the tumour.

Then, on making the patient strain, it increases in

size. By placing the finger into the rectum, we mil
find that there is a dilatation of it, and that it is

pouched.

Symptoms .—Persistent constipation
;
bearing down

in the region of the perineum; a feeling of weakness,

and of a “ falling through” of parts. The bowel can

be evacuated only with great difficulty, and often it is

necessaiy to support the tumour with the hand, and to

squeeze the faecal contents out. There is often profuse

leucorrhoea.

Treatment .—The older remedies were enemeta to

keep the bowels open, astringent injections, and a

globular pessary. Sometimes these helped. Dissecting
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away portions of mucous membrane to constrict the

vagina contribute to success, but it is of more import-

ance to construct a firm perineum. Mr Baker Brown
recommended suture of the perineum for the affection,

and was encouraged mth success. Mr James R. Lane
has described in the “ Lancet,” Feb. 3, 18GG, an opera-

tion of his own for this affection, and it has j^roved

highly satisfactory. His excellent paper is well worthy
of a perusal, and his operation of adoption.

460. Vaginal Cystocele, or Prolapsus Vesicae.

—

ThLs consists of a prolapse of the anterior wall of the

vagina together with the bladder. The tumour is

of a soft and fiuctuating character. Sometimes the

tumour is small, at other times it may gi'avitate so far

;is to hang between the thighs.

Causes .
—It is rare in virgins

;
therefore, the patho-

logical changes induced by j^regnancy and parturition

must predispose to it. Its production is commonly
gradual. The vagina becomes flabby, and offers

diminished supjiort to the bladdei'. The pressure of

the urine, es^iecially if it be long retained, establishes

a pouch. As the ureters and the whole of the trigone

are included in that part of the liladder which is

attached to the vagina, there is never any long time
allowed to elapse without fluid pressure on this part.

The very first secreted drops bear on the iiouch. The
latter increases more and more, until a lai’ge globular

tumour is produced, or it may be a smaller one
' Avith a long pedicle. The attempts to pass water

—

I
the straining which is recpiired—still further aggravate

I the prolapse. Violent exertion, in jiresence of a full

' bladder, will also enlarge the pouch.

Diagnosis .—From rectocele.—In cystocele we can-

i not push the finger in front of the tumour, while in

[ rectocele we are able to do this. Then we may insert

1 a catheter into the bladder, and detect its point in this

I tumour. In inversion of the uterus, we cannot get the
1 finger into the vagina; here we can push it far up



462 PRINCIPLES AND PRACTICE OF MIDWIFERY.

behind the tumour, and may detect the os high up.

It is a reddish-blue, soft, elastic tumour, and is

diminished on evacuating the bladder. When the

bladder is full, the tumour is smooth and shining

;

when empty, it is thrown into folds.

461. Symptoms.-—Frequent desu-e to pass water,

which is also done with j^ain and difficulty. The
bladder becomes iiTitable, or even inflamed, and rojiy

mucus and foetid urine are discharged • the latter,

owing to its decomposition in the bladder, which is

unable to evacuate the whole. There is a feeling of

weight and down-dragging, and distress in walking.

Women are obliged to press up the tumour frequently,

in order to promote micturition
;
or they rest on their

hands and knees for this purpose. Sometimes there

is incontinence of urme. The uterus is occasionally

dragged down along with it; but, if not, the anterior

lip of the os is elongated by the traction, and hyqjer-

trophied. Virchow and other pathologists have pointed

out that renal disease—dilatation of the pelvis of

the kidney, and atrophy of the organ itself—arises

as a result of this displacement. This is owing
to the ureters being dragged upon, and their bore

diminished by this, and by being compressed by the

tumour, when the accident is chronic, the mucous
membrane becomes transformed into skin.

Treatment.—If the prolapse is but recent, much good

may be done in the way of increasing the tone and
tenseness of the vaginal wall. The woman should

rest in the recumbent posture, and have her bladder

evacuated by the catheter three times a-day. Or one

of Holt’s winged instruments might be left in. Pes-

saries of tannin (and cocoa butter), should be inserted

daily into the vagina
;
and a bit of gutta-percha sponge

may be also inserted, but not large enough to distend

the canal much. Tonics of iron and nux vomica should

be given internally. When it is more chronic, an

operation will likely have to be had recourse to. This
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consists, as in other instances which we have noticed, of

the removal of more or less of mucous membrane, so as

to diminish the canal of the vagina. The actual cautery

is employed by some for this purpose
;
others cUssect

it off with the knife. A longitudinal piece, 1 inches

long, f inches broad, is removed just within the labia,

the upper edge of the pared portion being on a level

with the meatus urinarius.

CHAPTER XLIX.

UTERINE MISPLACEMENTS AND FLEXIONS.

462. These, though now frequently detected in the

nulliparous womb, since Osiander, SchweighUuser, and
particularly Sir James Simjison called attention to

them, are yet more prone to occur in connection with

the parturient female. The misplacements may be in

different directions, and these we shall notice, though
only very briefly.

Retroversion.—In this form the fundus has fallen

back into the hollow of the sacrum, and the os and
cervix point anteriorly. Dr William Hunter was the

first to give a clear description and accurate illustration

of it as it occurred in the gi-avid state. The causes are

divided into the predisposing and exciting.

1. Fredisposimj Causes .—These are—(1.) A large

pelvis, with a deeply concave sacrum. (2.) Relaxation

of the uterine ligaments, particularly the round. (3.)

Enlargement and increased weight of fundus, rendering

the uterus top-heavy.

2. Excitiny Causes .
—Forces acting on the uterus,

such as—(1.) A distended bladder. (2.) Action of the

abdominal muscles.
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The displacement may take place gradually, as we
have seen it do during pregnancy (some cases of which
we append)

;
or, again, suddenly by lifting a heavy

weight. When the bladder is too long in being

evacuated, and becomes exceedingly distended, it may
also tilt its neighbour over, though the distension of

the bladder is often a result more than a cause, as we
believe. Another view was this, that the uterus in

making its ascent out of the pelvis is caught by the

sacral promontory, and thus capsized. As regards the

action of the abdominal muscles : we have remarked
elsewhere in our jiaper on this deviation in the gi'avid

state as follows :
—The female may have been lifting a

heavy weight, or stumbled while walking, and suddenly

endeavoured to aveii; a fall. She may have been laugh-

ing, or coughing violently, or straining at stool from
the operation of a cathartic, or some morbid condition

of the bowel. These are, no doubt, causes of some value;

but they would be nowhere as factors without the co-

existence of others. They only serve to complete an
already inchoated deviation, or to pei'fect it in the

presence and with the aid of the predisposing causes.

Were it not so, we should have retroversion much
oftener, for these exciting causes are in operation, so

to speak, every day. The mass of our female “ hewers

of wood and drawers of water,” who do the rough work
incident to their humble lot, could hardly escape the

displacement.

463. We have thus indicated our belief, and still

remain unshaken in it, that the displacement is com-

monly not sudden but gradual, at least, up to a certain

extent. Tyler Smith, in his beautifully concise work,

while noticing the commonly accepted view that an

over-distended bladder is the chief displacing cause,

believes that many cases occim from “ impregnation of

the uterus already retroverted that is to say, the

deviation existed prior to conception, and was not

rectified by it. We believe this to be true. Dr
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Edward Martin, of Berlin, in hi.s admirable monogi-apli

(“ Die Neigungen und Beugungen der Gebarmntter
nach voi'n nnd hinten,” Berlin, 18CG), attiibutes it

to “ defective contraction of the round ligaments and
excessive action of the abdominal muscles.” We shall

conclude what we liave to say under causation by tran-

scribing another sentence from our paper previously

referred to. Given a top-heavy uterus, not much
exceeding the fourth month, lax ligaments, broad and
round, a flaccid vagina, a flabby perineum, and a

deeply-excavated sacrum,—and you have the comjflete

complement of prerecpiisites for the overthi’ow of the

womb, without assaults from the abdomen or bladder,

d’he cases I have recorded support this teaching—u})-

hold these views
;
for theii’ origin could not be traced

to, or connected with, any unusual or violent physical

efibrt or force on the part of the j)atients
;
neither

was the bladder primarily culpable. We observe with
pleasime that our \uews have been adopted by Dr
Alfred Meadows in his obstetric work, second edition,

pp. 109-110.

Diagnosis.—The finger passed into the vagina detects

a tumour lying behind the posterior wall
;
transferred

to the rectum, the same tumour is felt more or less

blocking it up. The os is found upwards, looking

towards the arch of the pubis, and if one can trace

the uterus from cervix to fundiLs, suspicion will be
strengthened and confirmed. It is known from retro-

flexion by the canal not being bent, and by there being
no fissure between the cervix and the tumour. Then
the uterine sound in a nulliparous case will aid us.

Introducing the catheter, too, will lielp in cases where
there is gi-cat distension of the bladder, for the dis-

placement has boon often readily rectified after the

evacuation of the bladder.

Retroflexion.—In this condition the uterus is bent,

retort-lilce, upon itself. The fundus is thrown back,

but the cervix, owing to this bend, docs not point so

2 II
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much anteriorly. The point of flexion is usually at a
part coiTesponcling to the internal os. This was viewed
by some authors as arising from atrojiliy of the pai-t,

the fundus and body above being enlarged. Virchow
explains it diflerently. He thinks there is an anato-

mical cause, viz., that wdiUe the cervix uteri is closely

attached with the posterior and inferior part of the

bladder, the body of the uterus is unrestrained and
mobile. If pressm-e or force is exerted on the more
mobile and less restrained part, it topples, and may be
overthrown, while the cervix remains undisplaced.

When atrophy exists at the point of flexion, it is an
effect of it. The muscular substance, as pointed out

by Vii'chow, wastes, until a little ffabby, fibrous, and
cellular tissue only remains.

464. Anteversion.^—-Here the fundus is directed

forwards against the symphysis pubis, and the os, unless

there be much flexion, points towards the sacrum.

This is said to be more common than retroversion, but

we have not found it so. There may, however, be

numerous cases of moderate antevei’sion. occasioning

few, if any, troublesome effects or symptoms, and thus

we may not be consulted in regard to them. There is

also a physiological curvature, which may have been

reckoned by those authors
;
and anteversion may be

viewed as an increase of this inclination.

Causes .—An engorged condition of the anterior part

of the fundus, due to chronic metritis, &c., sexual inter-

course, leading to retroversion of the cervix, vomiting,

and other violent exercise, increase of natural ante-

version, and obliquity of the uterus, contraction of

the utero-sacral ligaments, co-existing with contraction

of the supra-pubic ones, from congestion, &c.

Anteflexion.—In many cases of anteversion, as in

retroversion, there is a bending at the junction of the

cervix with the body of the uterus.

Diagnosis .—In anteversion we have not the tumour

pressing on the rectum, but the os may be felt far back,
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and pressing on it. A hard, smootli, and rounded
tumour is felt througli the anterior vaginal wall. The
use of the utei’ine sound enables us to tell whether this

be uterus or not. An anteversion has led to the im-

pression that stone existed, and lithotomy has been

needlessly jierformed.

465. Symptoms of Versions and Flexions.

Retroversion.-—^This deviation in the gravid state

produces distressing symptoms soon, the uterus being

enlarged. We should have remarked that it can hardly

occur after the 4th month. The os presses on the

bladder, and the fundus does the same on the rectum.

Defecation and micturition are thus impeded. In the

cases which we have met with during the earlier months
of pregnancy, and where there was no flexion, the

bladder symptoms were the chief. There was inconti-

nence as well as pain. As regards the symptoms in

the unimpregnated uterus, there has been much earnest,

if not aci’imonious, discussion. Some have deemed
them mythical, like Ossian

;
others have pourtrayed

them as grave and distressing. Doubtless, they are not

uniform. In some cases, the deviation kindles symp-
toms

;
in others, it is the consequences of the displace-

ment that originate these symptoms. Many complain
of back pain, of dragging in the loins and groins,

costiveness, tenesmiis, painful micturition, abdominal
pain, vomiting, and irritable stomach. When there is

flexion, the internal os is mechanically contracted, and
also, after a time, pathologically, for although the

muscular coat of the uterus attenuates and wastes, the

mucous one thickens, in consequence of the irritation

to which it is subjected. Another result of flexion,

when it is continued for some time, is congestion of the

fundus and body of the uterus. From this condition

again spring menorrhagia and hypertrophy in not a

few cases. We believe that the congestion resulting

from the misplacement and the flexion is often the

cause of much distress, and it is this suficring more
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than the pressure on the rectum in numerous instances

(in the non-gravid state) which impels the woman to

seek our aid. Leucorrhcea is another consequence of

flexion, and the os is sometimes pretei’naturally red

and abraded. Above all, dysmenorrhcea, often of an
aggravated character, results, there being impediments
to the flow oflered by the bending of the canal, and its

constriction by the thickening of the lining membrane.
Sterility is also a common consequence.

466. In Anteversion there is pressure on the upper
part of the bladder, and interference with its distension

and volume. Thus more frequent micturition is im-

pelled. Pain arises from the pressure also. Retention

is not so frequently caused, for it is only in extreme
cases that an anteversion compresses the neck of the

bladder. There is a weight over the bladder, as it

were, and the woman feels it more on walking or

stooping. Uneasiness may be felt about the rectum if

the os presses much ujion it, or pain and difficult

defecation. The cervix, however, will not impede
rectal evacuation so effectually as an enlarged and
retroverted fundus.

Treatment of Retroversion and Retroflexion.

—

In retrovei’sion, during pregnancy, catheterism with

position is almost enough to ensure reponement. The
common obstetric position is good, but that on the

knees with the nates elevated is better. The advan-

tages of this posture were pointed out long ago by
Marion Sims, an able and worthy obstetric sui’geon, as

all are aware. They are these :—The pressure of the

abdominal viscera is removed; the uterus gravitates

with these in the direction of the epigastrium, and is

also assisted in its change of position by the entrance

of the atmospheric afr. In this auspicious posture, and

under favourable circumstances, it has been foimd to

recede, or even bolt suddenly up. A little pressime

may be required, however—that of the finger on the

fundus, introduced either by the vagina or rectum, at
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the same time, if need be, bearing down the cervix

sacrum-wai’ds. Tliis duplex movement

—

hasculation—
will rarely be found to fail. When the uterus is

replaced, the next indication is to maintain it there

until it goes safely above the brim; for up to the

period when its increased bulk renders return impos-

sible, there is a proneness to a renewal of the deviation

as a matter of course.

For this purpose—that of maintaining normal posi-

tion—postm-e again will sometimes be enough . Lying
on the belly is lauded by many, and undoubtedly it is

the most favourable posture; but as, in this world,

“nothing is constant but inconstant change,” your
patient will soon tire of lying wdth her back to the sky,

and go to one or other side. Not much matter, for this

is next in value to abdominal recumbency. It is as

w’ell, in addition, and indispensably necessary among
those jii'evented from lying by the call of inexorable

necessity, to plug the vagina carefully and well. Any
soft pessary will prove an effectual prop—tow, or cotton,

or linen, a handkerchief, or a neck-tie in a jmsh. Soft,

we say, because it is ungainsayable that a hard article

in this canal only conduces to the relaxation and
enfeeblement of it

;
bad practice, because undermining

one of the chief pillars of the organ we desire to jirop.

If our pessary is steeped in an astringent solution, such
as of tannin, gr. x. to the oz., so much the better, for

this will impart tenseness to the vaginal walls, and
inci’ease the vigour of this inferior support. Tliis firm-

ness, however, is somewhat temporary, and must not

be confounded with more permanent tone. The latter

is best, if not only obtained by internal remedies.

And how vastly important is it to attend to these, if

our view of the displacement be the right one ! If an
over-distended bladder, resulting from carelessness, or

mental absorption, or diffidence, be the pai’amount

cause, then physic may be thrown to the bats
;
but if

lax supports (coupled with a large pelvis) be the chief
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tiling, then prevention, which is “better than cure,”

may be achieved by strengthening the former. What
have we for this purpose I Change of air, salt-water

baths, iron, and nux vomica.

467. In cases unconnected with gestation there has

been no little variety iu the way of treatment •, but the

means employed have consisted largely of different

forms of pessaries, and internal and other remedies, to

reduce the size of the uterus, and overcome, if possible,

its induration. If the displacement be of long stand-

ing, the fundus may contract adhesions in. the recto-

vaginal pouch, which it would be impossible and unsafe

to break up, and thus treatment be hopeless. The
uterine sound tells us the feasible and the impracticable

cases. If we pass it into the uterus (with its concavity

backwards), and then cautiously twist it round on its

axis, so that its concavity is then turned forwards, we
ascertain the amenability of the case to treatment so

far. If it is easily twisted round, the tumour at the

same time disappearing from the posterior part of

the vagina, the case looks hopeful
;
if with difficulty,

less so
;

if not at all, then we may infer that it is

impracticable.

As in this displacement in the gravid state, so in a

recent case in the non-impregnated condition, position

will help much. The sound may be also applied every

2 or 3 days to straighten a little, if need be, and help

reponement. If there is congestion and hypertrophy,

it is better to disgorge and soften first. Not a few

notable authors have laid more stress on this than on

mere propping by means of pessaries. Among these

we may name Oldham, Schmitt, and Schweighausei’.

The latter gave laxatives, and antiphlogistics, and

enjoined rest. Dr Oldham administered corx’osive subli-

mate in small doses, so as to promote diminution of the

size of the uterus. A favourite with us is a mixture

as follows :—One drachm of iodide of potassium, one

oimce of bromide of potassium, and six ounces (fluid)
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of infusion of calumba—mix, and a tablespoonful twice

a-day. Notliing will overcome induration, or reduce

hypertrophy, better than iodine and bromine. They
will make any one, in time, “ a lean and slippered

pantaloon,” so efficient are their deob.struent properties.

468. Leechmg the womb is also had recourse to.

After enlargement has been reduced and induration

overcome, replacement is attempted. There are some
instruments for the purpose, but none so useful or safe

as the finger. You insert it into the i-ectum or vagina

—the former being best—and bear steadily on the

fundus
;
at the same time, if need be, retroverting the

cervix with a finger of the right hand, or by means of

the sound. We have met with cases where the os was
so contracted that the sound would not enter; but we
succeeded by means of a probe, cautiously introduced.

The bowels and bladder, we need hardly repeat, demand
previous evacuation

;
and, as before said, the best

position for the woman is that on her knees. When
we have dislodged tlie fundus from its unnatural bed,

we ought to enjoin rest on the belly until the proper

means for maintaining it in its new, but noi’mal and
natural, position are obtained. When the eongested

condition of the uterus has been cured, we ought to

remark that, in some cases, spontaneous replacement
has come about : the uterus lightened, has been reponed
by its o\vn supports.

We have now to obseiwe, that many cases are met
with where the womb has been bent on itself so long

that it is absolutely necessaiy to restore it to its natural

(long) axis before attempting to replace it. And,
indeed, just as after reduction of hypertrophy—the

curing of inflammatory conditions— the organ has

become normally reinstated by its own attachments,

so, after restoring the natural curve of the canal of the

uteriLS, a spontaneous restoration results in some cases.

469. How to Overcome Flexion.—We overcome
flexion by means of tents, bougies, and the uterine
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sound. There is an excellent paiier, by Dr Jolm Moir,
ex-President of the Ed. Obst. Soc., on this subject,

in the “ Ed. Med. Journ.,” Feb. 1860, and from which
much useful information may be gleaned. Dr Mon-
dilates the uterus ^vith tents, and then allows the womb
to contract on wire bougies, coated with gutta-percha

;

the size of these varying, and the larger being employed
first. We have adopted the same piinciple for years.

It is px-eferable to trying to straighten offhand with a

straight bougie or the sound. The chronically bent

uterus cannot be unbent augenhlicklich

;

the process

must be gradual. Tents of tangle, introduced by Dr
Sloan, of Ayr, are now much employed. In con-

nection with the use of tents, we may remark,
that some females betray an extreme intolerance

of them, just as certain males tolerate the catheter

badly. We think that tliis is oftener the case with
those who suffer from congestion and inflammation of

the uterus.

Appliances for Maintaining the Uterus in Situ.

—

These are almost as numerous as the scattered leaves

in autumn time. What is the meaning of this pro-

fuseness? Partly a panting after immortality, but,

more so, owing to the difficulties of the case. There
are some wombs that will not prop, any more than
ruined buildings

;
with them all kinds of pessaries are

a failure. The fundus will go to the sacral hollow,

whatever treatment one may follow
;

or, what is just

as bad a plight, upon the bladder it will alight. Levi’et

used a disc jiessary, with an aperture to embrace the

ceiwix
;
and Schmitt, who discussed this subject elabo-

rately, used the same means, after employing the

Schweighiiuserian preliminary treatment for reducing

the congestion of the uterusand pelvic viscera. Sii-James
Simpson stiTick out into a novel track

j
he invented the

intra-uterine pessary. Velpeau employed one on a

similar pi-inciple previously
;
but, like Mr Gossett’s

metallic sutures, it enkindled little interest—es war
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beinache tod-gehoren. (Is this evidence of ultra-con-

servatism or jn'aiseworthy caution'?)

470. But to return: Sii’ Janies Simpson laid stress

on maintenance by mechanical means after re^iosition,

and he at one time employed this stem pessary largely.

To him also is justly due the credit of calling particular

attention to these mi.splacements
;

of assigning due

importance to deviations which had been either much
overlooked or greatly underrated. We .shall not

minutely describe his pessaries, for the student may
see them at jileasure in the shops

;
suffice it to say, that

the chief and novel feature was the intra-uterine stem.

He straightened first with the sound, &c., and then

introduced Ids pessary. Now, was this method of

maintaining position useful and efficient? There are

conflicting ojiinious on the subject. Some praise, others

denounce. We believe the truth to be this, that in

many cases much good was done by means of them

;

but in others, no little evil. It maintained the uterus

in its normal site, and, after withdrawal, it remained
normal in many cases

;
but in others, back it came

into the •wi-etched old position. But could it not have
been kept permanently in ? Scarcely. There are some
females who wear it uncomplainingly, and with benefit,

for a long time
3
but there are others who (like Brunei

with the half-sovereign in his larynx) are never well

until the foreign article is out agaiu. They suffer a
deal of uterine pain; and leucorrhcea and menorrhagia
are occasioned also. But gi’aver results than these have
been brought about by it, viz.

,
metritis and peritonitis,

ending in death. At other times, perforation of the

womb, with a similar result, has happened. It is

much 'to be regi’etted that Sir James did not give us

his experience of the dangers of the intra-uterine

jiessaiy.

471. Professor Scanzoni says, in a note attached to

Kiwisch’s work, the po.sthumous edition of which he
edited, “ that the observation of 54 cases of flexion of
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the uterus during the past four years compels me to

express my decided conviction that the mechanical
treatment of this affection is either useless or positively

miscliievous. Since I have discontinued leaving the

soimd in the uterus, and left off employing the uterine

snpporter, and have contented myself with the use of

cold vaginal injections, with the antiphlogistic treat-

ment of any chronic uterine affection, and the applica-

tion of caustic to any ulceration of the os
;
and further,

with the endeavour to remove the chlorotic symptoms,
wliich are seldom absent, I have been much better

satisfed with the results of my treatment than I was
at the time when I allowed myself to be seduced into

the application of a variety of mechanical contrivances.”

This is well woi-th giving earnest heed to, coming as it

does from one of such enlarged experience as Scanzord.

The evils springing from the use of the intra-uterine

pessary were often due, doubtless, to its being allowed

to remain too long in, and to its introduction when
inflammatory conditions existed. It should not be
permitted to remain above a few hours at first, but be

removed and reapplied for a little longer time, until it

is seen how the patient tolerates it. Then it should

not remain in during the menses.

Dr Hodge’s pessary is a very efficient one in many
cases, and we have found it keep up the fundus well.

It is composed of a bar of metal, bent to a horse-shoe

shape and coated. One jiart presses up behind the

cervix, and the rest is retained by the vaginal waU
lower down. This method was invented by Dr Hodge.

Dr Priestly applies pressure in the same way, but

instead of sujiporting the instrument simply by the

vaginal wall, he connects his pessary with a stem which

is attached to four tapes outside. This, we think,

secures better and firmer support. Dr Graily Hewitt

uses an ebony intra-uterine stem, supported by an

ingeniously-contrived oval vaginal pessary. We should

think it would prove a useful means of su2iport after



FLEXIONS AND VERSIONS. 475

tlie troubles of introduction, and provided it did not

enkindle the intra-uterine pessary evils. The student

will tind it described and figured in bis able work on
“ Diseases of Women,” p. 454, 2nd edit.

472. The follovdng are the cases of retroversion in

the gravid state previously referred to :

—

Cases .—Case I., 8th Feb., 1864.—Called to see Mrs
S., Jordan Lane, Morningside, said to be suflfering from

difficulty and pain in making water. On arrival, found

that she had suffered more or less for several days, and
had failed to be benefited by some of the simple and
popular diuretics, such as the acid tartrate of potass

and spirits of nitre, which slie had tried of her own
accord. At first she could make a moderate amount,
but now not more than a few drops could be passed,

and that with effort and straining. She was not aware
of having strained in any way, being unaccustomed to

rough work, and she was free from cough, and regular

in the bowels. Was certain that her symptoms—her

difficulty of jiassing urine—came on gradually, and
steadily deepened. She thought her trouble just due
to her being “ in the family way,” for on former occa-

sions, about the same period, she was similarly affected,

though not to so serious an extent. On examination
per vaginam, I found the canal somewhat obstructed

by a tumour, which was also easily felt per rectum.

Guiding the finger up towards the pubis, the os was
easily recognised lying a little above the orifice of the

urethra. I then traced the uterus along tlie cervix

and body, and of course deemed the case quite clear.

Introduced a small flexible catheter into the bladder,

and drew off a very large rpiantity of urine, much to

the relief of patient. The uterus did not “ bolt up ”

on the evacuation of the bladder, but the merest show
of pressure on the fundus roponed it, the os coming
down as the fonuer went up. Ordered her to lie in bed.

On calling the following day, I found renewed com-

!
plaints of dffficulty and pain in passing water, and on
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examination found a complete renewal of the displace-

ment. Mrs S. had risen for a little, and this had
proved sufficient to induce a relapse. Replacement
was again easy, and after it I stuffed the enlarged
vaginal canal with linen, a couple of handkerchiefs

being requmed. Enjoined rest for a day or two.

There was no renewal of the deviation, and patient

went to the full time, and had a very speedy labour

on the 10th of July (1864).

I may mention that Mrs S. is one of those desirable

patients who have remarkably speedy laboiu’s, her
children, owing to superabundance of pelvic room,
coming home almost before one, however Jehu-like he
may hasten, can arrive on the scene.

Case II., 12th July, 1865.^—Called to see Mrs L.,

pregnant for the fourth time. Woman with large

pelvis, of pale complexion and flabby muscles. Had
suffered for a day or two from pain in evacuating

bladder; urine 'only dribbled away. Had tried giir,

but without any relief,—nay, apparently with aggra-

vation of the di.stress. Inquired if she had been
exerting in any way, lifting heavy weights, &c., but
she could not recollect of such. An examination im-

mediately revealed retroversion. The fundus was
pressing on the rectum, and the os, somewhat indu-

rated, bearing on the bladder, though only slightly

;

flexion existing to some extent. On passing the

catheter, which entered easily, a good deal of water

came away, but not so much as I expected from the

history of the case. It was clear that, owing to the

flexion, the pressure of the os on the urethra had not

been very gi'eat. I pressed on the fimdus, the patient

being on her side, but it ascended slowly. I then

altered her to Sims’s favourite posture, and fomid it to

enhance very much the facility of reposition, much less

force being required, and the organ making a speedy

and sonorous ascent. Plugged the vagina, and ordered

rest. The former was retained for a day or two, but
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the latter was not carried out. There was, hoAvever,

no return. Patient Avent to full time without further

trouble, and Avas delivered on 4th January, 1866, the

labour being easy and short. I had anticipated this,

and, although early on the ground, had only to super-

intend the third stage.

473. Separation of the Recti Muscles of the Abdomen.
—In women Avho have given birth to a number of

children, Avith lax habit and deficient muscular tone,

a division takes place between the edges of the recti

muscles in some part of the linea alba, OAving to

mechanical distension during pregnancy, and also the

straining—voluntary efforts of labour. It is usually

detected after labour, although it may have existed

before this and not been observed, OAving to the enlarged

uterus filling uja the opening. If it is pretty extensive,

a piece of gut may be admitted into it, and give rise

to a gurgling tumour of a longitudinal shape. Some-
times tins tumour Avill reach from the pubis to the

ensiform cartilage, being at the same time several

inches wide and deep. There seems to be little pain

attendant on this separation, only some uneasiness.

The edges do not unite again, and successive preg-

nancies may serve to aggravate it. The abdomen must
be supported by a properly-adjusted bandage.

CHAPTEE L.

INFLAAIMATION OF THE MAMMA : MILK FEVER.

474. This is a not uncommon occurrence after de-

liveiy. A common time for it to happen is from a
Aveek to a month after labour. The tubular structure

of the breast is usually attacked before the areolar tex-

ture. The inflammation may or may not go on to pus.
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more or less rapidly. Inflammation of the breast may
occur during pi’egnancy, but it is exceedingly rare.

Those most liable to mammary abscess are delicate,

strumous females.

Symptoms.— Rigors, sometimes severe, inaugurate

the aflection
;
then considerable fever. There is shoot-

ing pain in the breast, increased on pressure, which
the woman is slow to bear. The pain often goes

through to the back, and sometimes to the limbs, and the

pulse is full, hard, and quickened. The j^ain, it may
be observed, is greatest (and, indeed, often exceedingly

severe) when the glandular stmcture is the seat of the

inflammation. When it begins in, or is confined to,

the cellular texture, it is less acute, nay, it may be

almost absent. In this latter it more readily goes on
to pus. On manipulating the breast, it is found cede-

matous, hard, and, it may be, knotted; or a distinct and
painful enlargement may be felt. At first the skin

may not be discoloured, but by-and-by it becomes of a

bluish-red hue. When pus forms, there is an exacer-

bation of the symptoms
;
the breast throbs, and the

fever (milk) increases.

The constitutional symptoms in some are very severe,

there being rigors, high fever, cephalalgia, and pains in

the limbs, as well as the breast, preventing rest and
sleep. The woman will sometimes declare that her

condition is worse than that of labour itself. Abscesses

may form in diflerent parts of the breast. In some
bad cases, where the woman has been in feeble health,

and where, perhaps, she has not allowed proper treat-

ment to be applied, hectic symptoms have set in, and,

after months of suffering, she has sunk from exhaustion.

475. Causes.—Cold is a common cause; but per-

haps a more prevalent and potent one is an arrest-

ment of the secretion by a blocking up of one or more

of the lactiferous tubes. This stagnation may be owing

to the woman neglecting to apjily the child often

enough, either from being absorbed by other duties, or
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for fear of the pain and annoyance it causes, especially

if the nipple be excoriated. A sore nipple may be

often justly impeached with it, for this reason—even

when she does apply the child, the pain is sometimes so

severe as to prevent a due emptying of the breast.

The congestion often attendant on the secretion of the

milk may also help to obstruct the ducts. Other

causes named are injuries, mental emotion, and exten-

sion of inflammation from the nipple.

Treatment.—Leeches applied early check the in-

flammation. On removing them, promote bleeduig by
fomentations. The following jourgative should be given

also early :—One-fouidh of a grain of tartarated anti-

mony, and an ounce of sulphate of magnesia, in 6 or 8

oz. of lukewarm water. Some give nauseating doses of

antimony—one-sixteenth of a grain every hour, stop-

ping short of emesis. We have seen a case fairly

checked by one emetic dose of antimony. The milk
shoidd be extracted from the breast from time to time,

either by the mouth or a tube. Poultices of flour

bread, with a little palm oil, are useful. The saline

purgative, with antimony, will sometimes check the

inflammation, aided, perhaps, by fomentation with
warm vinegar, or a warm acetate of lead lotion.

When pus is likely to form, we must encourage it by
frequent poultices. A useful one is made of pidv. lini,

with a little resinous ointment on the surface. When
pus has formed, it should be opened early, in order to

avert the chance of burrowing, and production of

numerous troublesome sinuses. If the abscess be on the

anterior surface of the breast, superficial, and not ex-

citing mucli pain, there need not, according to the high

advice of the late Sir Astley Cooper, be any hurry in

incising. Artificial opening is, howevei-, undoubtedly

better than spontaneous. The woman is often so worn
out and irritable with the pain, that we are obliged to

give her chloroform before using the abscess knife.

Occasionally we will have to give a draught of morphia.
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minims 25 to 30 of the liquor, to lull pain and seciu’e

rest. Strapping is useful during the suppui’ative stage;

it helps the evacuation of the pus, and averts sinuses.

It is useful as a support to the breast also in the in-

flammatory stage. A broad strip of plaster may be
brought from the axilla downwards and under the

mamma, then upwards on the other side as far as the

clavicle. Sinuses must be opened. A nutritious and
restorative diet, with change of air, is called for, if the

case has been severe and protracted.

476. Excoriated Nipples.—When the nipples are

chapped, peeled, or excoriated, there is often distressing

pain. It may only be a very small crack, but still it is

sufficient to prevent the female, in many cases, from
applying the child. Engorgement of the ducts then
follows, and, as we have seen, inflammation and sup-

puration. Truly, here a small spark has frequently

kindled a great fire indirectly. The excoriation usually

begins the first week.

Causes.—Dryness of the nipple, and the dragging of

the child in sucking. This dryness may be owing to

deficient sebaceous secretion, or to its being rubbed off.

by the child’s mouth. It is supposed that an aphthous
condition of the infant’s mouth may give rise to this

ailment, but we susjiect that the aphthie ai’e sometimes
the result of the sore.

Sometimes there are numerous cracks or fissures,

and the sun'ounding skin becomes reddened and exco-

riated by the discharge from the sore. Frequently

the nipple ulcerates, or wears away altogether.

Treatment.—It is of great importance for the imac-

titioner to be able to cm’e this little but painful ail-

ment. If he does so, he will get a thousand blessings

fi’om the sufferer. There is a preventive treatment

that may be first noticed. During the last month of

pi-egnancy, the female should strengthen the niiDple, and

accustom it to its future work gradually. We recom-

mend it to be rubbed (and ch’awn out a little at the
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Siuue time) with an ointment made as follows :

—

Tannin, gr. xii; borax, gr. xxx
;
camphor oint., an

ounce. We prefer that to spirits and water. Too
often the female neglects the pi-ophylactic treatment,

so interwoven with the human character is the ^iro-

crastinating spirit. We will be glad to have existing

agony alleviated; but to anticipate it, and provide

against it, if possible, belongs to few. The injunction,

“ take no thought for to-morrow,” is, in relation to

this, extremely well obeyed.

477. For the sore—the cracks and excoriation—
many applications have been suggested. We shall

detail a few useful ones— 1. Extract of rhatauy, 12

grains
;
cocoa butter, 2 drachms

;
mix. 2. Argenti

nitras, 8 gi-ains; aqua rosie, an ounce; mix. Apply
the lotion with lint or a brush three times a-day. 3.

Application for a night of collodion to the nipple.

4. Application of fine gum acacia powder all over the

nipple every time after the child leaves it. It is

apjilied vdth a brush, and is a very successful plan.

o. Tannin, 4 grains; borax, 30 grains; glycerine, an
ounce. 6. Wearing of leaden or boxwood shields for

a time. A nipple shield, with a soft, clean teat, is very
usefid. The child may suck it, and thus the nipple is

protected, and gets time to heal. We have seen them
heal in a few days when thus protected, after all kinds

of lotions had failed. The gum acacia is an excellent ap-

plication, and was suggested by Dr H. M'Cormac, of Bel-

fast, who has written an admirable paper on mammary
inflammation. There is another preparation we have
used successfully, viz., the following ointment :-—Tan-
nin, 30 grains; gum acacia, and powder of borax, of

each, 40 gi'ains; camphor oint., an ounce; mix. Apply
a little to the nipple every time after the child has been
at it; then wash the nipple with warm water and glyce-

rine soap, just before the re-application of the infant.

The student should master the therapeutics of exco-

riated nipples well, for he will encounter this com-
2i



482 PRINCIPLES AND PRACTICE OF MIDWIFERY.

plaint fifty times for once that he will see a case of
mania, or eclampsia, a Naegel6’s pelvis, or a prsevial

hsemorrhage.

478. Retracted Nipples.—The nipples are somethues
so much fiattened, and even ch-awn in, that the infant

cannot gi’asp them. This sinking in of the useful article

comes of tight-lacing—tight-lacing that might he vastly

condemned, were there space. We must endeavour to

draw out the nipple again by means of a breast-pump

or gutta-percha sucker. This must be done early, for

if we delay the secretion of miUc leads to mammary
distension, and increased retraction of the nipple.

Sometimes a child of G or 9 months is applied, with

the view of drawing it out
;
at other times an adult.

In the larger cities, such as London and Paris, there

are nipple-women, like the schoolmaster “ abroad,”

whose chief, if not sole, occupation is to manufacture

nipples
;
that is, to suck them out from theii’ hiding-

jjlace at the bottom of a fossa, and make them bas-

reliefs—promontories which the infantile mouth can

gi’asj) and hold by. Occasionally it won’t do, owing,

perhaps, to the nipple being congenitally small and
deficient. If a decent and seizable nijiple is not pro-

duced in a day or two, let nursing be abandoned. To
persevere might only be productive of inflammation,

and, mayhap, afterwards pus, because encouraging

the milk, and yet not relieving the breasts of it
;
to

desist would avoid this, for seldom have the mammae
become inflamed when the child has been kept away
from them.
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CHAPTER LI.

LABOUR COMPLICATED WITH CARDIAC DISEASE AND
EMBOLISM.

479. We have now seen several cases of dyspnoea

coming on during labour, and preventing the voluntary

efforts of the second stage, and yet where there was
no suspicion of pre-existing disease of the heart, or of

the arterial system. In one case, the woman became
intensely cyanotic, and the dyspnoea was so threatening

that we had to deliver at once by version. The woman
recovered slowly. We were called to see a somewhat
similar case byDr Messer, of Penicuick. Here there had
been a good deal of voluntary effort during the second

stage. Dyspnoea set in before the termination of labour,

and the woman succumbed 10 hours after, also from
apnoea. In this case a post-mortem examination showed
disease of the mitral valve, causing some constriction.

The left auricle, pulmonaiy veins, and lungs were gorged

with blood. Yet in this instance, the woman jogged

on well enough during pregnancy, and complained of

no breathlessness of an unusual kind. It was only

after making strong respiratory efforts during the second

stage that the intense dyspnoea set ui, continuing until

death. We have met with just another instance, where
breathlessness and cyanosis came on during labour to

rather an alarming extent, but passed offgi’adually after

delivery. We have thought that this might have been

a case of embolism—deposit of fibrine in the pulmonary
artery perhaps, or coagida in the heart. It is now
believed that these deposits may be disintegi-ated and
removed. We do not think any other explanation of

this latter case is feasible, or that otherwise one could

account for the intense oppression about the chest, the
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rapid cardiac action, and the deep inspirations, co-exist-

ing with the apnoea.

Treatment.—In all cases of intense dyspnoea coming
on more or less suddenly dming labom*, the indication

is to expedite delivery. This may be done either by
version or the forceps. If we have detected cardiac dis-

ease, valvular incompetency, &c., during jjregnancy,

we ought to lay an embargo on down-bearing—on
voluntary effort—during labour. In point of fact, we
should abbreviate the second stage by the most suitable

operative procedure.

480. Syncope during Labour.—There is a syncope
which occurs during the earlier part of the period of

gestation, and wliich rarely eventuates in anything
serious, if tlie heart is sound, but, on the contrary, is

reatUly amenable to moderate stimuli. There is another

that happens sometimes during parturition, and quite

independent of flooding, or any injury to the parturient

organs
;
and this is equally remediable with the other,

when the heart is free from organic disease. Delicate,

cacliectic, nervous, and liysterical females are the com-
mon and ready subjects of it, and it passes off readily

under autispasmodics and stimuli : ammonia and
whisky, or brandy, with cold water sjjray.

481. Sudden Death.—In addition to a light and
remediable syncope, we have one unto death. You will

occasionally meet with such cases. The labour may
have progressed naturally and terminated happily, and
yet the hapless female has suddenly perished. We have

met with just a single case, and very similar to the one

reported by Merriman. The female was delivered

natui’ally and safely of a child, but on attempting to sit

up for a little the second day, she suddenly fainted, and

died. This woman was certainly prone to syncope

before she was married, but no cardiac disease was

diagnosed. It is usually after delivery that the fatal

syncope occui’s, but cases are reported where it hap-

pened during labour. It ought to be mentioned that.
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in some of these cases of sudden death, nothing to

account for the fatal residt has been detected on making
an examination of the body. Extreme flaccidity of the

heart, and emptiness of its cavities, are the only con-

ditions iisually discovered. As many of these cases,

then, liappen Avithout onr being able to detect any
cardiac disease, it is common to call them examjAles of

cardiac paralysis. Professor Christison has described

something similar, where the patient faints, and expires

either immediately or not long afterwards. He calls it

“ idiopathic asphyxia.”

Some of these instances of alarmingly sudden
death in child-bed are, liowever, due simply to fatty

heart. My friend. Dr William Ziegler, has given a
graphic description of one of these in the “ Ed. Med.
Joum.” for April 1864. He was attending a lady in

her 9th labour, when, “ during a pain, accompanied by
strong voluntary effort, she fell back unconscious on
the pillow, and suddenly expired.” In this case exten-

sive fatty degeneration of the heart was found.

Sir James Simjison believed, and we have no doubt

correctly, that not a few of these sudden deaths were
due to embolism. A fibrinous plug from one of the

larger uterine veins is borne along by the current of

the circulation till it becomes arrested m the pulmonary
artery, and thus leads to a fatal result. There is no
other explanation of those cases where no cardiac disease

exists, and where there has been no flooding, saHug the

other one to which we have referred, viz., paralysis of

the heart.

Another theory of the cause of death may be briefly

noticed
;

it was broached by Legallois, about 40 years

ago. He thought that sudden death was sometimes
produced by the admission of air into the current

of blood by the uterine veins and vena cava. Dr
Rose Cormack (“ London Journ. of Med.,” vol. ii., p.

941) took up the subject, and gathered some eases where
air-bubbles were found in the veins and heart. Dr
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M'Clintock is also of opinion that this explains some
of those cases. We are not sure if we can subscribe to

this readily. Professor Martin, of Berlin, as we have
seen, and others, do not now lay so much stress on the

admission of a little aii' into the circulation. Dr Rams-
botham has pointed out that there are instances where
faintness comes on after labour, and may prove fatal,

yet where the result is not so sudden, and time is given

for remedies. The pulse flags, the face grows pallid,

there is a cadaverous aspect, restlessness sets in, and the

woman answers only by moans. By-and-by a sharp pain

strikes her across the chest, and she swoons fatally away.

482. Numerous examples are on record whei-e the

death has resulted from organic disease of the heai't,

or from fibrinous coagula. Dr Meigs first showed this,

and that where there was a good deal of blood lost, the

remainder was more likely to become coagulated.

This, we may remark, is also favoured by enfeebled

cardiac action, and a high tempei’ature of the body.

Treatment.—Of com-se, when death sets in suddenly,

nothing can be done; but in those cases referred to by
Dr Ramsbotham, time is given for stimuli, and no time

should be lost in administering ammonia, or brandy, or

champagne, &c., cold affusion, galvanism, heat to the

inferior extremities, mustard over the chest, friction, <fec.

The recumbent position, with the head low, should be

maintained. If we suspected organic disease of the

heart, or were aware of it prior to labour, it would be our

duty to expedite the second stage. Voluntary efforts,

bearing-down, and struggling cannot be other than

hurtful, and dangerous in such cases. In suspected

embolism, or where there was a tendency to clots, the

carbonate of ammonia has been recommended. It con-

duces to fluidity of blood, and averts the tendency to

coagulation.



PART II.

PUERPERAL AND OTHER DISEASES.

CHAPTER LII.

PUERPERAL FEVER.

483. We now approach a subject which can, perliaps,

be rivalled by no other in obstetrics in regard to the

discrepancy of opinion which it has engendered—viz.,
puei’peral fever. It has proved itself to be one of the

most dangerous and disastrous of puerperal maladies,

often sweejiing oil’ women in herds, and baffling all

the means and remedies of the physician. It is a very
ancient disorder (as well as a fatal one), having been
described both by Hippocrates and Avicenna. It is

a hydra-headed disease also, not always presenting

the same phases
;
sometimes appearing sporadically, at

other times prevailing as an epidemic
;

at one time
mild, at another vii’ulent

;
now sthenic, again adynamic.

This diverse character, as well as the fact of differing

post-mortem changes having been observed, has led to

its being baptized by various names, such as puei'peral

fever, peritoneal fever, peritonitis, metro-peritonitis,

metritis piiei’peralis, child-bed fever, morbus ])uerpe-

rarum, and uterine phlebitis. When it appears epide-

mically it is usually fearfidly fatal, few, indeed,

escaping its poisoned darts. There have been epidemics

of it (for instance, in Paris, 174G), where almost all

who were seized perished. In “ our own romantic”
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city, 100 years ago, there was a terrible epidemic,

wlien every female who was seized succumbed to it.

“ It began about the end of February,” says Professor

Young, “ and almost every woman, so soon as she was
delivered, or, jierhaps, 24 hours after, was seized witli

it, and died. All who were seized died, though every

method was employed to cure the disorder.” In more
recent times, it has decimated our hospitals, and spread

its terrific ravages into private practices. Before touch-

ing on the causes of this malady, we shall notice, as

bearing on these, its strong predilection for lying-in

hospitals, or rather, we should say, the great proneness

it has to develop in these institutions. Take France
first. M. Husson says, in regard to the Maternite,

which is placed in an airy situation, carefully venti-

lated, and scrupulously managed, “ that, for 60 yeai's,

all the combined efforts of the administration, and of

the chiefs of the sanitary service, have failed to expel

the scourge of puerperal contagion, and the only pallia-

tive is the instant evacuation of the infected wards.”

484. Trousseau remai-ks, in regard to Beaujon, an
hos]5ital of improved construction, that “ there rules

a rate of mortality so enormous that, if it were the

tyjiefor the whole coimtry, out of the 950,000 labours

taking place annually, thei’e would be 80,000 deaths,

and France would be a desert in less than half a cen-

tiiry.” Dr Hardy states that, in the year 1860, every

instance of version practised in the Maternite of St

Louis was followed by fatal metro-peritonitis.

Dr Bames, who has investigated' this subject carefully

(see “ Lancet,” Feb. 1865), got returns from the chief

Hebammen Institutes of Germany, for the years from

1850 to 1862, and these show a large mortality from

this disease. There was an epidemic in the Royal

School of Midwifery, Berlin, 1862, and hardly a single

woman escaped. The building had to be closed. With-
out entering into details as regards the lying-in

hospitals of Britain, it may be stated that their mor-
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tality has always been greater than that of private

practice, and many of them have ha d to be closed from
time to time.

Dr INIatthews Duncan has recently published a work
(“ INIortality of Child-bed and Maternity Hospitals,’’

1870), wherein he comes to the rescue of maternity

institutions, which he thinks have been unfairly

attacked and misrepresented. Dr E. Kennedy had
previously published a work on the same subject, and
came to the conclusion that the generation of puerperal

metria was ui the direct ratio of the aggi’egation of

lying-in women. The Doctor made his deductions

from tables of the Didjlin Lying-in Hospital. Singu-

larly, Dr Duncan deduces from the same tables dia-

metrically opposite conclusions. “ He says that the

mortality of that hospital does not increase with the

increased number of the inmates—does not rise with

the aggregation. The mortality is neither in the

direct nor in the inverse ratio of the aggregation.”

Wlien two gentlemen look at the same picture, and
one of them calls it black, and the other white, there

must be a visual film somewhere
;

or, fixrther, this

deducing of antipodean conclusions from the precise

same tables preaches a certain doctrine— viz., the

utter worthlessness of statistics, or, if not that, then-

thoroughly plastic character. Dr Duncan, in oui-

humble estimation, has done a good turn in this work,
in showing that maternity hospitals are not so black

as they have been painted, that is, those of them which
have been fau-ly managed

;
at the same time, it will

not do to deny that puerperal metria increases with
the aggregation of laljour cases.

48-5. We cannot overlook the fact that maternity

hospitals in all countries have, from time to time, had
their door-key turned : evacuation has been the only
preventive of decimation

;
indeed, it has sometimes

only followed in its appalling wake. This clearing

out of the maternities, too, has been often necessitated.
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when all was going on smoothly in private practice

in the same cities
;
when there was not a whisper of

metria in home cases. The hospital has been a perfect

pest-house when the private home cases have been a
salubrious garden, so to speak. If experience had not

taught us the evils of aggregation, reason and analogy

would have impelled us to a subscription and endorse-

ment of the doctrine. It cannot be denied—it is imi-

versally conceded—that the lying-in female is extremely

susceptible to the invasion of blood-poison. Well, then,

in hospital, the chances of being subjected to this are

much greater than those in private practice, that is,

unless a maternity be conducted much as a home jH’ac-

tice, with numerous well ventilated rooms, and only a

single patient in each. We think the only right way
to enable one to anive at a satisfactory conclusion is

to take a large domiciliary practice, or several of them,

managed by men of a fail’ knowledge of then’ depart-

ment, and one or more maternity hospitals, also ad-

ministered in a fair way as regards professional skill,

ventilation, &c. A quarter of a century’s contrast of

an hospital of this kind, and of a home jiractice, would
enable us to make deductions on which we could rely.

Several striking facts in this connection might be given

had we space. Here is one. Dr Joseph Clarke, of

Dublin, conducted a large obstetric practice for up-

wards of forty years, attending during that time about

4000 cases
;
yet he had not half-a-dozen cases of metria

the whole time. Within the same four decades the

Lying-in Hospital had experienced several epidemics

of this malady.

486. Puerperal Pever—What is it?—This question

may still be put with the utmost projiriety, and, for all

we know, may continue to be pertinent until the crack

of doom. The reason of the fitness lies here. The

local disease, the post-mortem appearances, the organs

involved, differ in different instances, as has been seen

in innumerable occasions on dissection. If we examine
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enteric fever cases after cleatli, we will be pretty sure

to meet with tolerably uniform appearances—we will

have the ulceration of the glandulce cujminatoR, &c.
;
but

here it is sometimes metritis, and at other times peri-

tonitis, now phlebitis, and, again simply an offensive

effusion into the serous cavities. This want of a uni-

form character of the morbid appeai'ances has led to

a different way of designating it by different authors
;

nay, has led some to view it more .as a loc.al disease, in

the ffrst instance, than as a constitutional malady. It

has been viewed by different authors, as follows :

—

1. Uterine inflammation of an erysipelatous nature.

2. Erysipelatous peritonitis.

•3. Peritonitis.

4. Fever of a peculiar nature.

,5. Disorder of a putrid character.

0. Abdominal inflammation.

7. Omental inflammation.

487 Dr Robert Lee, who has written ably on this

subject, and published numerous tables of the morbid
appearances, ifcc., does not deem this disorder a speciflc

fever, but has been led, from his own dissections and
those of M'Intosh and Campbell, of this city (the latter

of whom published an account of the Edinburgh epi-

demic of 1821-22), and others, to view it as uterine

inflammation. That is an opinion also sanctioned by
other great names, and, certainly, it does not want the

character of plausibility. Extensive local lesions are

usually found, but, then, these may be effects, and not

causes. They are all the more likely to be so, in our

humble opinion, seeing that the disease has often ariseii

when the labour has been natural and easy, and no
injury could have been inflicted on tlui uterus or its

appendages. Another argument against this view, and
in fixvour of its specific and idiopathic character, is

this, that the mal.ady is extremely conttigious. Few
who have dealt with it will deny this. Accoucheurs
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have been so strongly convinced of their having con-

veyed it from one part of a large city to another remote
part, with sadly fatal results, that they have abandoned
practice for many weeks, and gone in search of fumiga-

tion and purity to the breezy hills. Further, if we are

to pronounce that the essence of the disease is local

inflammation,—inflammation of tlie uterus, or its ap-

pendages,—then what of the other lesions in more
remote pai*ts of the bodj' jiointed out by the patho-

logists, the alterations in the lining membrane of

tlie alimentary canal, the joints, the pleura, &c.l If

these are secondary, may not the others be the samel
Furtlier, it is believed that this fever may arise from
exjiosurc to typhus fevei', or even erysipelas. The
l)roper way to view this disease, then, we think, is to

look upon it as a zymotic influence, or an animal poison,

prone to invade the puerperal state, producing fever,

and, as a rule, inflammation of the uterus or perito-

neum, or some of the neighbouring parts. The disease

varies in its character in different seasons, sometimes
being spasmodic, at other times ejiidemic

;
at one time

it is highly inflammatory, at another of an adynamic
nature. The season of the year when it was most
prevalent and vu'ulent in this city, and in Aberdeen
and district, was the end of winter and the beginning

of spring
;
and this is true of the epidemics of the

Continent also.

488. Scanzoni believes the main cause of this fever

to be an altered and vitiated condition of the blood,

and that the impurity consists chiefly of pus. This is

a common theory, and plausible when we consider

that the causes of vitiation are prevalent after parturi-

tion. Cruveilhier compared the internal surface of the

uterus to a stump after amputation; and as in the

latter case purulent infection is but too common, so in

the former it may often arise.

The constitutional state of the puerperal woman (as

well as the local condition) conspires to render her a
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prey to zymotic influences. Her blood is altered—it

is viewed by many as inflammatory—and pregnancy

itself has been deemed a cachexy. Thus the woman,
when seized, rarely recovers. Witness an attack of

scarlatina. The puei'peral blood then seems not only

a welcome soil to the zymotic poisons, but one ofiering

feeble resistance to their virulence.

A very good division of the causes of puerperal fever

has been made by Dr Barnes (“ Lancet,” Feb. 11,

I 1865), and with that we shall conclude this part of

our deeply mtere.stmg subject. He divides them as

follows :
—

1. External causes, or those agencies which, taking

their rise in conditions foreign to the patient hei'self,

have to be brought to her while she is in a state of

susceptibility to their influence, in order that puerperal

fever may bo produced. These are heterogenetic.

2. Internal causes, or those which take their rise in

conditions proper to the patient herself, there being no
contamination from witliout. The poison, which fer-

ments into fever, is generated withm the patient. These

are autogenetic.

Dr Barnes views the disorder as arising from a

specific poison, you see, which may be engendered
within the woman, or cai'ried to her from another

infected source.

489. There is a very valuable paper in connection

with this subject by my friend. Dr Hicks, in the 12th

volume of the “ London Obstetrical Society Transac-

tions” for 1870. Dr Hicks rejects the old classifica-

tion, which was accordmg to the symptoms, &c., and
substitutes that of the causes, so far as these can be
discovered. He deals with 89 cases, and divides these

into two groui»s, as follows

:

—Group I., having an ascer-

tained or probable cause. Group II., cause uncertain,

f Then group I. is divided into the following classes:

—

Class 1, Scarlatina, 37
;
(A.) with the usual rash, 20 ;

(B.) ^vithout rash, 17, 15 of whom had boon certainly
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exposed to the fever, and 2 only probably exposed to

it. Class 2
,
erysipelas, 6. Class 3, diphtheria, 7. Class 4,

typhus, or typhoid, 2. Class 5, decomposition of uterine

eontents, 9. Class 6, emanations from sloughy wound, 1.

Class 7, from puerperal fever, 1. Class 8, from mania
(
1
)

4. Class 9, pyiemia, from sore nipples, 1. Group II.,

cause uncertain—total, 21. (A.) symptoms appearing

before or during laboui', 4 ;
(B.

)
symptoms appearing

about the thu’d or fifth day, 17.

This paper tells a very striking and suggestive tale.

It shows how imj)ortant a factor here is zymotic poison,

and that no form of it works more jiotentially than
scarlatina. Erysipelas plays a part, too—but operated

in a much smaller number of cases in this group. It

is, however, in our estimation, a more potent producer

of this fever than would appear from the statistics of

Dr Hicks. The continued fevers also show to a very

limited extent here. Above all, it is strikingly mani-

fest how much more prevalent are the heterogenetic

than the autogenetic or subjective sources of the

malady.

490. Connection between Puerperal Fever and
Scarlatina, Erysipelas, and Typhus Fever.—Not a

few authors have contended for the identity of these

maladies
;
that is to say, that they are the offspring of

a common influence, or zymotic poison
;
that the scarla-

tinal, or the eiysipelatous virus, may beget the fever

which we are considering. There are good grounds

for holding and maintaining this view. We have seen,

from Dr Hicks’ statistics, that more than 30 per cent,

of his cases were clearly owing to the scarlatinal poison
;

and others were traceable to erysipelas and other

Idndred poisons. Other considerations favour this

opinion. For instance, (1,) these diseases prevail largely

during the same condition of atmosphere. (2.) The

infants of women suffering from puerperal fever are

extremely prone to erysipelas, and even husbands have

been similarly infected. (3.) The fever has been caused
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by infection, carried from a patient afflicted with erysipe-

las, and from others labouiing under typhus fever. We
are always careful to clean and disinfect our hands, &c.,

after attendmg a patient with this latter disease before

we visit our puerperal women. In regard to typhus,

the follo^ving has frequently been observed. A doctor

attends a case of typhus, and afterwards visits his

lying-in ])atients. Well, all these latter have been

known to become thereafter seized mth puerperal

fever, though living in different and remote parts of

the same town, and when the patients of other prac-

titionei's were exempt. These are striking facts, and
speak volumes in favour of a similar specific, zymotic

poison. At the same time, we must remember that

there are autogenetic cases, mostly traumatic, some
injury to the uterus or other parts having enkindled

inflammation and fever.

Relation to Surgical Fever. — Sir James Simpson
pointed out that there was a close analogy between
certain varieties of this fever and that occurring at

times after surgical operations. Some of the lesions

foimd in pyaemia are similar.

491. Symptoms of the Malignant—Adynamic

—

Form of Puerperal Fever.—As the parts secondarily

affected in this disorder differ, so do the symptoms. In
this variety, which has often appeared epidemically, the

effects are frequently intensely virulent. Sometimes it

has attacked the lying-in woman during gestation, at

other times during labour, or more commonly from seve-

ral hours to two or three days after delivery. In bad
cases the pulse soon becomes extremely feeble, and very
rapid (130 or more), and delirium sets in early. There
is often little pain, but great depression, anxiety, de-

spondency, and apathy; sickness and vomiting of dark
coffee-ground material. The countenance is of a pallid

or dusky hue, and sunken, and there is a dark circle

around the eyes. A clammy, offensive perspiration

covers the skin, and sometimes, but not always, there
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ai’e severe rigors. The abdomen becomes immensely
distended with flatus. A pyremic odour marks the
breath, and the tongue may be cby and brown, or

clean. The lochia and milk may or may not be sup-

pressed. The woman in these cases sometimes sinks,

in from 30 to 70 hours. Less severe cases are met
with where the initiatory sign is a severe rigor, begin-

ning, perhaps, on the second or third day, followed by
increased temperature of the skin and abdommal pain.

Sweating is profuse, but there is less depression and
weakness. The tongue is dry and furred, and there is

unquenchable thirst. The pulse is quick, but hardly

so feeble, and the breath has the peculiar sweetish

odour. It may be remarked that the tongue is some-

times clean. There is occasionally suppression of the

lochial discharge, but not always. Vomiting occurs,

and diarrhoea. The abdominal pain may not be

constant, but recurring, and gradually intensifying.

Sweating is a common characteristic
;
sometimes it is

very profuse, but does not reduce the pulse. The
abdominal .swelling, due to the secretion of air by the

lining membrane, is often immense, exceeding that of

full pregnancy, and distressing the woman much, at the

same time impeding respiration and cardiac action.

Pnemnonia and pleurisy are common complications.

The exhaustion may deepen, and carry off the woman,
preceded, perhaps, by low delirium or coma. Death is

sometimes hastened by pleuritic or pericardial eflFusion.

When recovery takes place, it is very slow, and the

woman remains physically and mentally feeble, often

for a considerable time.

Morbid Appearances.— In this form there may be

no traces of uterine or peritoneal disease observed. An
alteration in the character of the blood is common. It

is dark, deficient in fibrine, and non-coagulable. It is

sometimes mixed with pus, and this latter is found in

the veins and other tissues, such as the liver and

pleurae. Pus and tiu’bid serum have been found in the
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peritoneal cavity, and abscesses in the luniks. Gan-
grene of the Inngs, and a friable condition of the uterus,

idceration of the stomach and bowels, have also been

seen. In reference to the chemical changes of the blood,

Vogel says that it contains some carbonate and hydro-

sulphate of ammonia, and lactic acid, and that the glo-

bules do not redden on exposure to the air. Respira-

tion is thus imi)erfect. The globules are partly decom-

posed and dissolved in the serum.

492. Treatment.—The treatment of low puerperal

fever is not an assuring page in the annals of obstetrics;

still, good is done by remedies at times. There is a

great sinking and deprivation of vital enei-gy, and
what will best maintain the flagging powers is best.

The bleeding recommended by Gordon and Campbell,

and others of half-a-century ago (men who, doubtless,

took their cue from the worthies of olden and later times,

Hippocrates and Galen, Sydenham and Cullen, Ac., &c.),

will not answer here. We believe mth Dr John
Clarke that it will hasten death. Salvation can come
only of careful stimulation. There is no better drug
in this line than the aromatic spirits of ammonia. It

should be given every hour in 15-minim doses
;
mode-

rate quantities of wine, and extract of meat. Is opium
admissible! Small and stimulating doses of opium,
along with wine, especially if there is much abdominal
pain, are useful. If there is no peritonitis, there is no
need for it. When it is indicated, it should be given

in ^-grain doses every hour. Injections of castor-oil

and turpentine are highly recommended. Ovei- the

abdomen some have painted iodine, others have blis-

tered, or applied turpentine, or hot fomentations.

Large, broad, but not very heavy poultices, often

renewed, have relieved a little. If there is diai-rhcea,

it is not to be arrested. Quinine is viewed as of vast

benefit by some; they push it on to large do.scs, believ-

ing that good is done when its physiological effects are

developed. Mercury—calomel, that is to say, and
2 K
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mercurial inunction—woiilcl seem not to be of service in

this type of fever. Are there any suitable antiseptics

(internal) ? We think some carbolic acid might be tried,

in minim doses 3 or 4 times a-day. Then there is the

hypo-phosphitesand phosjihites of Polli. They are, doubt-

less, anti-putrefactive, and ought to have a fair trial.

493. Symptoms of Puerperal Fever Associated
with Peritonitis.—This form of puerperal fever has

prevailed so often, that is to say, lesions of the perito-

neum have been witnessed so frequently in connection

with it, that many believed the disease to be peritonitis.

In addition to zymotic influence, it may arise from
sudden chills, or a severe labour, or the extension of

uterine disease. In many cases, as before remarked, it

has set in after the easiest and most natural of labours.

Tlie seizure may begin before delivery, but it is usually

after tins, at a jjeriod ranging from 12 to 72 hours.

Rigors and a rapid increase of the pulse, with some
pain, are the initiatoiy features. The pulse mounts
up rapidly to 130, or even 150; the pain may be at

tiret a little soreness over the lower part of the abdo-

men, then extending its area, and becoming acute. The
belly enlarges, and excruciating pain is experienced on
the slightest pressure over it. Tliere is headache,

nausea, loaded tongue, thirst. The tongue difl’ers, but

it is often dry and red in the centime, and white at the

edge. The countenance is pallid, the features shrunken,

and there is a dark eircle around the eyes. The tem-

jierature of the skin increases at flr.st, but then some-

what subsides. The breathing is hurried. The breasts

become flaccid, and the lochia diminishes, or is arrested.

The patient becomes apathetic and indiSerent, and pays

little heed to those around her. If questioned, she

answers in sharp monosyllables. The as Dr
Churcliill truly observes, is sometimes not constant

;

it is at times pretty tolerable, but recurs in paroxysms

of increased acuteness. More singular still, the pain

may be absent. This is not often the case, in this
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variety, liowever. As the disease progresses, the abdo-

minal pain is so agonizing that the weiglit of a featlier

can scarcely be borne. Now the female lies on her

back, with the knees di’awn np, to avoid the tension of

the parietes, and increase of the pain.

494. The uterus may now be detected through the

abdominal wall as enlarged, and somewhat above the

brim. The abdomen expands immensely from flatus,

and later from effusion. The milk is oftener suppressed

than the lochial discharge. Vomiting may persist a

good deal, at first of the .stomachic juices, then of bile,

lastly, coffee-ground mixture. Diarrhoea sets in some-

times, and would seem to be beneficial in some in-

stances, and the reverse in others. The stools are

dark and offensive. The urine, which is scanty, soon

deposits a brown sediment. Delirium is not often

[)resent, and the patient retains consciousness and sen-

sibility to the last, as a rule. When death threatens,

a cold and clammy perspiration breaks forth (different

from the gentle diaphoresis marking the crisis some-

times), and there is a hectic flush on the cheeks. The
breathing gets more and more hunied, and there is

increased action of the heart. The extremities become
cold, the pulse disappears from the wrist, and death

ends the painful scene. Death usually occurs from the

4th to the 10th day. The .’rth is a common time.

Those who wish to go more largely into this subject,

would do well to look into Dr \V. Campbell’s book
and the little treatise of Dr Alex. Gordon, of Aber-
deen; lastly, but not least, the work of Dr Robert Lee.

Morbid Appearances.—If we cxamiire the tables of

Dr Robert Lee, and the cases recorded by Drs W.
Campbell and A. Gordon, we will find comsiderable dif-

ferences, as regards post-nrortcnr appearances, in difle-

I’ent instances. Sometimes the uterus exhibits the

results of severe inflammation, at other times it is the

peritoneum. Lymph is extensively thrown out, and
})us, and dai-k-coloured scium is found in the peritoneal
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sac. Lympli and jjus occur alike on the free surface of

the peritoneum, and beneath it. This serous membrane
is often intensely vascular, and thickened. Lymph is

also thrown out on the intestines and omentum, glueing

them together; and the ovaries are softened, enlarged,

or the seat of abscess. The muscular tissue of the

uterus is often softened and friable, of ashy-gi’ey colour,

or even gangrenous. Pus is found in its sinuses. Col-

lections of pus have been found in the pelvis. When
a case has proved speedily fatal, a layer of semi-fluid

lymph coats the various organs inflamed
;
when more

prolonged, there is usually more profuse effusion, more
remote parts suffer. The intestines are inflamed, and
terribly distended with gas; and the liver is at times

covered with lymph. Sometimes there has been exten-

sive glueing together of the abdominal viscera—liver,

intestines, uterus, and omentum.
495. Diagnosis.—The student, on first begimiing

obsteti'ic
2
>ractice (as we have often observed), is very apt

to think he has met with a case of peritonitis, when his

patient is only suffering from after-pains or hysteralgia;

and in some cases this is not to bo wondered at. Some
differentiating marks may.

Peritonitis.

1. Pain begins in a day or

two— 2nd or 3rd day is a com-
mon time—that is, the time
when the after-pains are sub-

dued or ceasing.

2. Uterine contractions are

absent.

3. Pulse keeps high, and
tends to increase.

4. Pain and tenderness over

hypogastrium, increased on pres-

sure
;
constant and deepening.

5. Opiates relieve the pain

but little.

6. Great and hourly-increas-

ing constitutional disturbance.

therefore, be jotted down.

After-pains.
1. Begin speedily after deb'-

very, and usually cease in a

day or two.

2. Co-exist with uterine con-

traction.

3. Barely quicken the pulse.

4. Are severe at the time,

but not much aggravated by
pressure on hypogastrium

;
and

they cease when the contraction

subsides.

5. Are much soothed bj'

opiates.

6. Create little constitutional

disturbance.
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Weid, or ephemeral fever,may mislead at times. Here
the rigors are much more intense, and a profuse per-

sph'ation following causes an abatement of the symp-
toms. This fever is of shoi-ter dui'ation, too, and the

breasts do not become flaccid.

From metritis it is distinguished by the more acute

pain on pressure
;
that is to say, in peritonitis the

pressure of the bed-clothes, as we have seen, cannot

be borne, whereas in the other disorder pressure can be

tolerated until we go deep enough to touch the uterus.

496. Treatment.— The treatment of this malady
must not be of a routine character

;
it ought to be

shaped or adapted to the ]iarticular type. We may
have one remedy foi' intermittent fever (viz., quinine),

and one for gout (viz., colchicum)
;
but alas ! for this

giTive disorder there is no such reliable specific. When
we look back fifty years to the epidemics which pre-

vailed in ditt'erent parts of this country, we find that

the treatment consisted mainly of two remedies, viz.,

profuse bleeding, and no less liberal purgation
;

it was
nothing if not freely antiphlogistic. Thus it was com-
bated by the Gordons and the Campbells, the Arm-
strongs and the Heys. 24 or 40 ounces of blood were
taken, and the frequency with which the patient was
sent to stool would have delighted the soul of a Hamil-
ton of strong cathartic memory. Now, we shall not

condemn these gentlemen for so doing, for they appear

to have saved many patients by this method of treat-

ment
;
and, besides, the fever they had to deal with

was of a highly inflammatory character, there bemg a
full, a firm, corded pulse as a rule. We do certainly

believe that these worthies, who toiled away in the

middle of epidemics of this disease in the early cjuarter

of this century, did rtght by thus bleeding
;
and that

had a Bennett arrived amongst them it would have
been a positive misfortune. We say this without detract-

ing from this eminent author, who has done a useful

woi-k. A hot fire raged
;
by [ddebotomy they robbed
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it of fuel wherewith it would have blazed all the more
fiercely and fatally. Shall we bleed as they did now 1

Yes, if we meet with the same full, corded, bounding
pulse, which, however, is not very likely. When
bleeding is required, it must be done early

;
so soon as

the pulse and the pain point out that we have to deal

with a peritonitis unmistakably. If more than 24
hom-s elapse, the time for bleeding is past. How with-

draw the blood 1 Twelve to sixteen ounces or so by
the lancet, and three or four dozen leeches on the

abdomen. When these tumble off", light poultices or

fomentations are to be apjilied. If the patient were
not very strong, the lancet might be spared, and the

leeches only applied
;
but these are not to be omitted.

We believe that now-a-days we may do harm by
abstaining from bleedings too often.

Our worthy sires bled rather fast,

And now we let the lancet rust
;

But if to one extreme they ran,

Have we not to the other gone ?

Mayhap we have, and thereby not cheated the gi’ave-

digger so often as we might have done.

497. While moderate I)leedings, then, are indubi-

tably curative here, it is widely agreed also that pur-

gatives are also an important remedy. Gordon and
others had mnch faith in them. Among the symptoms
of recovery (in addition to a slowing of the pulse,

relief of the pain, subsidence of abdominal tumefaction,

abundant milk, and lochia, with a gentle perspiration),

diarrhoea coming on pretty early is one. It is believed,

then, that the induction of this, when absent, is de-

manded. It should be attempted early, like the bleed-

ing, and by purgatives that will not arouse toi-mma.

A large dose of castor-oil, with 30 minims of tinct. oji.,

will form a good beginning. Enemata of oil and warm
water are also useful. The compound powder of jalaj)

—40 to 60 grains, with 5 grains of pu. ipecac, comp.

—

is a very suitable laxative likewise.
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Opium .—If camphor was made for women, opium
was siu’ely manufactimed for peritonitis. Distinguished

names endorse its magical power here. It should bo

given early, and in large doses, one grain every hour.

Tliere is a dispute whether mercury—calomel, that is

to say—or opium does the most good. They were often

given together, and then, of course, one could not say

what credit was due to the one and what to the other.

We have used oj:)ium by itself, and found much good
result in peritonitis, showing that it can achieve much
single-handed. We would place it above the calomel.

The latter, however, has also its fit place. It will not

give the bowel reiiose, nor therefore the peritoneum,

like opium
;
neither will it palliate the agonizing pain

;

but it helps to aiTest inflammatory effusion. We
would give 4 gi’ains three times a-day, watching its

effects (physiological), and combining it with a little

opium, just to jirevent it draining away by the bowels.

When the strength of the disease has concentrated,

itself on the liver, emetics have been of some service.

Good is done by syringing the vagina and uterus with

warm water two or three times a-day. We would add
to the water some laudanum, and a little permanganate
of potass or carbolic acid. When there is much gastric

irritation, mace tea, ice, and draughts of citrate of

magnesia are servicealde. The thirst may be allayed

somewhat by dilute hydrochloric acid in water. Tur-

pentine was tried in 4 to 6 drachm doses by the mouth,
l)ut it has not many advocates now. As a comiter-

irritant enema, it is of some service. Peppermint, nut-

meg, anise, dill, and assafoetida help the tympanites.

They may be given Vjoth by the mouth and rectum.

We should say that we have used opium pessaries by
the vagina, and morphia suppositories by the bowel,

with advantage.

498. Prophylactic Measures.— Maternity Hos-
pitals, &c.—If it is of the first importance to know
how to combat this fatal malady when we meet with it,
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it is of equal, if not greater, concern to know how to

prevent it. Though treatment can do but little here

;

though “no medicine, though it oft can cure, can
always balk the tomb;” yet measures of various kinds

can often defeat the advent of the disorder. We are

not of those who believe that it can ever be made to

disappear, like the aborigines of some of our colonies,

but we have strong faith in its limitation. Let us

notice the means peculiarly applicable to the auto-

genetic first.

Auto-Genetic Cases.—These arise chiefly from the

decomposition and absorption of uterine fluids, and
the material from sloughing wounds, &c. Well, apply

yoiu' disinfectants—your careful injections of permang.

potass., and acid, carbolic., and water; place a screen

of tenax on the vulva (don’t pack the vagina of course)

;

and, above all, seciu’e vigorous uterine contraction. It

Ls your flabby, relaxing utei-us that contributes to

miscliief
;
see and get it to contract, by ergot, if neces-

sary. Have the uterus and soft parts been contused

during labour? If so, secure rest, and use emollient

applications and injections, and, again, get the uterus

to contract well. If there should be a little uterine

pain only, don’t be in a hurry with 02iium, at least,

beyond a moderate dose
;
for it is of less importance

to soothe the imeasiness arising from some bruising of

the parts than to command vigorous uterine contraction,

which the opium largely given would defeat.

499. Hetero-Genetic Cases.—These, as we noticed,

are due to external infection, to influences brought to the

puerperal woman when she is extremely susceptible to

then’ inroad and action. Well, in the first place, the

accoucheur must be scrupulously careful—that is, where

a mixed practice is carried on—not to omit all possible

precautions if he should happen to be attending scarla-

tina or other zymotic disease. The fact is undeniable

that no little metria has sprung from time to time

from the sjihere of general practice. Few will refuse
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to acknowledge this
;
many have lived to lament and

deplore it. Dr Hamilton says that he had known the

matron of the maternity convey it to patients in town
by Avhom she had been employed. Dr A. Gordon, of

Aberdeen, says (p. 37 of his treatise on pnei'peral fever),

“ that it is a disagreealde declaration to make, but I

myself was the means of canying the infection to a

great number of women.” He gives a number of

striking instances of its infectious nature. PTere is

one :
—“ The servant of Sii’William Forbes, Bart., carried

the infection from his sister in Aberdeen to his wife in

Fintray parish, a distance of six miles.” Again, “ The
infection was carried by accoucheurs from Aberdeen to

Gilcoinston and the Havdgate, villages in the suburbs

;

wliile women in the adjacent country, delivered by
midvdves I’esiding on the spot, escaped.” Other im-

pressive facts are given, such as the immunity of the

Old Town of Aberileen, where all the cases were treated

by a midwife, who had not visited any metria cases.

Many more illustrations might be adduced, and from
materials nearer home, but suffice it that we say that

Ave knoAv not a few medical men who liaAm been con-

A’inced of having carried the infection, and who went
into quarantine for several Aveeks.

500. The deduction from the.se facts, then, briefly is,

that Avhenever Ave meet with a case in private practice,

Ave ought either to retire foi- a period, or get thoroughly
disinfected. The former is more than Avhat many can

I manage, but the latter is Avitliin the reach of all.

I Clothing should be changed, the hands Avashed and
I disinfected, and if lying-in cases are to be seen after

I the fever one, hours spent in the fresh air should
elapse before visiting them.

Further, Avhat is true of this fever; the precautions
I demanded in connection Avith it, are no less indi.spen-

sable as regards scarlatina, erysipelas, and typhus. We
have noticed the close though somcAvhat occult rela-

tiomship subsisting between these and puerperal feAmr—
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that one or more of these may, at least, contribute to

the production of the latter, and vice versa. Well,
then, are we all scrupulously careful to cleanse and
disinfect ourselves 1 or do we, pressed for time, it may
be, rush, impure and reeking with the animal poison,

from one patient to another? We know there are

many brethren who are very careful, and who visit

their lying-in women fii’st, and their fever cases after-

wards •, ay, who leave their erysipelas cases over, too.

In charity, let us conclude that what is a clear duty
for all of us is a universal custom. The plan may
involve more toil

;
but it will cheat the grave of some

s])oil. And, what is more, we shall not have to deplore

the doing of a wrong thing. Nay, on the contraiy, we
shall have the imperishable fee of a consciousness of

having done the right thing, and what was demanded
alike by justice and humanity. There is no gold equal

to this.

There are other preventive measures, to be named in

a sentence or two. It is a most tempting subject, but
brevity is inevitable with us. Well, then, the student

who is carrying out practical anatomy should not

be permitted to engage in obsteti’ic praetice the same
session. It is tacitly understood that he does not, but

it is feared that it is occasionally done. That con-

tagion comes off the dead as well as the living is sui’e.

Further, let us remark that the destruction, or at

least the painstaking disinfection, of tlie apparel worn
by the diseased is absolutely necessary.

501. Dr Gordon and others believed even m the

preventive power of physic. As purgatives did good

to the malady, they fancied these might help to avert

it. They, therefore, gave a laxative bolus the day

after deliveiy, and laid the flattering unction to their

confiding souls that all those bolused who were not

seized by the fever were protected by the bolus. Well,

they are not to be sneered at. Quinine cures ague,

and it is also believed to avert it. As bleeding was



pue\ i:ntion of puerperal fever. 507

also highly curative, they tliought it would he also

highly preventive
;

biit though they bolused, they did

not bleed, and for this, to us, unsatisfactory reason,

that should the phlebotomized woman be afterwards

seized (see “ Gordon’s Treatise,” p. 57), then the fit and
eflectual remedy (bleeding), coidd not be employed.

We say unsatisfactory, for this reason. The bleeding

was believed by these gentlemen to be preventive as well

as curative
;
well, if it was not successfully prophylactic,

it showed that it was too sparingly done. From this

it logically follows that more bleeding could have been
safely resorted to. The fact is, however, this, that we
would never sanction the lancet as a ])rophylactic

;
we

would never dare to bleed a puerperal woman, simply

because jnierperal fever was going about in grim and
ghastly guise, and she might possibly be smitten with it.

502. Maternity Hospitals.—These have been viewed
by many distinguished authors as prone to foster, nay,

generate, puerperal fevei’. Doubtless the malady has

at times been brought to them, but oftener, we fear, it

has been engendered within them. When it does

appear in such institutions, it maintains a tenacious

hold, and is unwilling to depart until decimation is

effected. Frecpiently has it cleared ov^t the building,

and compelled to the turning of the door-key. But
1 though this has been the case in the past, things need

not, in our estimation, be so black in the future.

! These houses may be improved
;
they need not be swept

out of existence. How imjjrove them ? Our own
humble idea is this, that it can only be thoroughly done
by engi’afting ujion them as much of the home arrange-

ments as is possible and practicable. Place your
building in the middle of a fine park, by all means,
and let it be fanned by eveiy bracing and purifying-

breeze that blows
;
let the rooms be ample, well lighted,

and ventilated, and let every article of clothing, furni-

ture, &c., be kept scnipulously clean. All that is

requisite, nay, indispensable
;
but yet it falls short of
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what is necessary for safety. We would demand, as a
sine qua non, a room exclusively for each patient, and
that apartment communicating ^vith the external aii*.

In addition to this, there should be separate houses
for the purpose of receiving the patients of the mater-

nity from time to time, so that the latter might be
efficiently serated, cleansed, and fumigated. These
“occasional houses”

—

gelegenheits-hause— are recom-

mended by such authorities as Lange, Hecker, Schwarz,

Rokitansky, Oppolzeij Skoda, and last, but not least,

Virchow. These substitute houses for the relief of

the Gebiirhaus should also, like the latter, admit only

one woman into each apartment, and be devoted solely

to the reception of cases of puerperal fever as they
might arise in the maternity. We would lay immense
stress on the one room for every single jJatient. If

pecuniary considerations debarred it, then it would be

better to shut ujd

—

to turn the door-key altogether.

The ti’anscendent value of the single room lies here :

—

As we have noticed, the great authorities recommend
occasional houses for purposes of isolation whenever a

case breaks out. Well, if it breaks out in an apartment

where there are six or a dozen more women, what is to

prevent the subtle poison from invading and infecting

these before you get the stricken one removed? You
remove her early, you say. So far good

;
but is the

zymotic poison not a fast traveller ? May it not wing

its malignant flight with the swiftness of light 1

503. We observe some excellent suggestions by Dr
Matthews Duncan, in his chapter on the construction

of a maternity hospital (p. 166 of his work on the

“ Mortality of Childbed,” &c.) He recommends (1.)

“ An infirmary for puerperal fever cases in connection

with every maternity. (2.) That there should be

always one-half of the beds of a maternity vacant,

so as to admit of the occasional evacuation of the

other half. (3.) When a case of puerperal fever has

occuiTed, and the patient has been removed to the
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infirmary, the remaining women are to he placed in a

sort of quarantine till their recovery, and the ward is

to be entirely cleansed.” The-one room ])lan we have

suggested would save this necessity for quarantine.

(4.)
“ When an epidemic appears in the maternity, no

new lying-in woman shall be admitted
;
and the institu-

tion is to be evacuated. The confined must not be

shifted to other lying-in institutions. After evacuation,

the building is to be carefully cleansed and disinfected,

and not opened until the lapse of a month.” There is

another thing in connection with' these institutions of

paramount concern. They should not be near a general

hospital, nor even close to a gynsekological ward or

infirmary.

CHAPTER LIII.

PUERPERAL METRITIS OR HYSTERITIS.

504. This form of puerperal disease—inflammation

of the uteins—is not so common as the preceding

malady. It is often a part of metria, and, indeed, is

occasionally the chief thing found in the way of lesion

in connection with it. It is not often found uncom-
plicated, however.

Causes.—Portion of placenta retained, and decom-
posing. Injury to uterus, from child in cases of

distortion, or from forceps oi‘ other operative procedure.

Cold, or injection of astringents, may excite it.

Cruveilhier met with a gangrenous case thus induced.

Atmo.spheric constitution. We lay much stress on this

latter, althougli we would not join those who laugh at

the repulsion and suppression of the lochia by cold as

a cause. The lochia is necessary, or it is not. If not,

why is it there so often? If it is, why then, the sup-
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pression of it must be injurious. We have no doubt,

at the same time, that its suppression may in some cases

be an effect of incipient metritis, instead of a cause.

We have a suitable analogy in the case of the mammse,
where suppm-ation results from lacteal ai’restment.

Symptoms.—These are pretty much the same as in

puerperal jieritonitis, only there are a few distinctions,

which we shall notice. The pulse is not quite so i-apid,

100 to 110 being the average. As a rule, the locliial

discharge is more limited here, and altered in character

to fcctidity or acridity. Dysuria is a more marked
symptom. The uterus is felt to be more enlarged, and
painful on deep pressure. The countenance is not

commonly so, iinxious, jiinched, or puckered as in

jieritonitis.

The inflammation may terminate in resolution, in

.softening, in abscess, or in gangrene.

505. Diagnosis.—The pain is more severe and per-

sistent than in hystei’algia. From peritonitis it is

distinguished, as before said, in this way. You may
handle the belly all over in metritis without increasing

the pain; whereas, in peritonitis, your gentlest mani-

pulation connot be tolerated. You elicit the pain in

metritis only when you press deejily, so as to touch the

uterus. There is a weaker pulse in metritis, and the

lochial discharge is much more offensive. There is

more intense heat and dryness of the skin, and the

patient sinks more rapidly. In gangrenous metritis,

however, it may be remarked, the progress is not so

rapid, two or three weeks sometimes elajising before

its fatal end. Typhoid symptoms are more common in

metritis than in peritonitis.

Prognosis.—When there is a very weak pulse, very

offensive lochia, and disappearance of lacteal secretion,

with low, typhoid symptoms, the patient is likely to

succumb.

Morbid Appearances.— Increased vascularity of

peritoneum. Enlargement of uterus, which is also soft
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aucl friable at times. Pus iu the substance of the

womb. “ Sometimes,” say Boivin and Duges (“ Dis. of

Uterus,” p. 320), “a purulent, viscous, but fluid dej)Osit

is spread over the uterus
;
at other times, false mem-

branes, of some thickness, and large greenish flakes,

composed of albumen or fibrin, are accumulated

between tliis organ or bladder, or between it and the

rectum. At other times yellow, cheese-like concretions

entirely cover the uterus, gluing it to the intestines.

The natural, pale rose-colour is changed into a yellowish-

gi-ey hue. False membranes are seen on the mucous
membrane of the cavity of the uterus, mixed with

blood and lochia. Extensive softening of the muscular
substance is one of the most common results. Piu’ulent

collections are found, too, between the laminae of the

broad ligaments, and within the areolar pelvic tissue,

and the substance of the ligament of the ovarian

vessels.”

Treatment.—Extensive leeching over abdomen and
groins, afterwards light |ioultices and fomentations.

Opium lai-gely, as in peritonitis, wuth one or two large

doses of calomel, whenever the disease is suspected.

Metritis has thus often been nijjped in the bud.

Purgation is inadmissible, beyond a mild intestinal

action. Enemata of warm water, Avith laudanum,
soothe. After the acute stage is past, blisters or iodine

may be applied to the abdomen. Quinine internally,

and liberal use of extract of meat, and wine.



512 PUERPERAL AND OTHER DISEASES.

CHAPTER LIV.

UTERINE PHLEBITIS, OR INFLAMMATION OF THE UTERINE
VEINS.

506. Uterine phlebitis, with pus in the veins, is a
very gi-ave form of puerperal disease. It has been
noticed by several authors, such as Meckel, Tonnelle,

Dr John Clarke (in liis
“ Essay on the Inflammatory

and Febrile Diseases of Lying-in-Women”), Bunis, in

his admirable woi'k on “ Midwifery, ” and Dr Robert
Lee. This latter gentleman, by his investigations, has

thrown much useful light on the subject. Dr Lee was
of opinion that puerperal fever was a consequence of

this inflammation
;

but the opinion most generally

imtertained is, that phlebitis is simply part of a consti-

tutional disorder—one of the manifestations of it—and
not its cause. Pueiqieral fever has often killed, without
leading to phlebitis.

Carnes .—Zymotic influence, contagion, cold, mechani-

cal injury of uterus, decomposed portions of placenta.

Symptoms.—Its inception is usually manifested by
a severe rigor on the 2nd or 3rd day after delivery,

accompanied by uterine pam, and a great rise in the

speed of the pulse. The pain extends to the back,

hips, and thighs, and is aggravated on deep pressure,

as well as when the patient moves. There is pain in

the head, and there may be sickness and vomiting.

The lochia becomes suppressed, the milk recedes, and

the breasts get flaccid. The lochia occasionally is of

the usual quantity, but altered in character, being

foetid. There are some cases met with where there is

little uterine pain. The perspirations are profuse, of

peculiar odour, and exhausting
;
and diarrhoea often

sets in. After a time the pulse becomes still more
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rapid (I-IO to 150), the tongue gets dry, and red or

glazed, or bro\vTi
;

there is intense tliirst, delirium,

nausea, and voniitmg of green or brown fluid. There
is sometimes a hectic flush on the cheeks, and a dusky
yellowish hue on the skin. Severe rigors often recui-.

Tympanites sometmies arises, pressing on the diaphragm,

and still further quickening the respiration, impeding
cardiac action, and occasioning distressing hiccup. The
jiatient may be carried ofi‘ by the pain and exhaustion,

the imperfect cardiac action, and respu’ation of the

acute stage
;
but more frequently she survives, to be

translated into the next, which is characterized by
pyaemic phenomena.

507. Pyaemic Stage of Uterine Phlebitis : Septi-

caemia, &c.—The investigations of MM. Schmeidei-

berg and Bergmann led to the discovery of a crystalline

substance in pus, which they termed “ Sepsin,” and
which was found to possess in a high degi'ee a decom-
])Osing and putrefying property. More recently. Prof.

H. Fischer, of Berlin, has devoted his attention to the

subject, and he has detected other poisons in putrescent

pus of a most active chai’acter. Some of these, more-
over, are diffusable through membrane. He injected

putrefying pus into rabbits subcutaneously, and found
that a single drop produced fever, collapse, choleraic

diarrhoea, albuminuria, and death within 24 hours.

Liver, spleen, kidneys. Arc., were inflamed immensely,
and various other pathological changes occurred. There
is no doubt then, that pus, undergoing various changes,

is a most active and deadly ])oison, and that its sejitic

properties are enhanced when it becomes mixed with
the blood. When phlebitis deepens into the pyaimic
or pyogenic stage, we have an aggravation of the
symptoms. There is a new poison, as it were, super-

added to the toxajrnia which occasioned the phlebitis,

and the symptomatic phenomena are changed. These
are physical and psychical. There is restlessness and
profound anxiety, dee}) depression, sighing, moaning.
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and sometimes hysterical phenomena, which would lead

one to fancy he had a case of puerperal mania to deal

^vith. There are oft-recurring and severe rigors, pro-

fuse sweating, rapid pulse, priecordial oppression, and
hui-ried respii-ation. The countenance becomes more
pinched and haggard, and there is sometimes a dull

and vacant, or a fixed and wild-like stare. Petechiie

or pustules, or erysipelatous blushes, may appear on
the skin—the latter also being dusty-yellow—and a

peculiar odour marks the sweat. The breath has the

singular, sweetish, new-made-hay perfume. There are

pains in the joints, hip, knee, and shoulder especially,

and these are also tumefied. Suppuration may occm-

in the neighboiu’hood of these, gouig on to sloughing,

and even gangi’ene. These suppurations on the surface

are, however, a kind of safety-valve. There are gi'aver

sup
2
)uratious than these in the lungs, liver, kidneys,

omentum, &c. The inflammation sometimes attacks

the eye, destroying the cornea, and occasionally we
have gastro-enteric ulceration. Pericarditis is also

common. When death occurs, it is usually owing to

exhaustion and collajjse, the antecedent symptoms being

similar to the adjoiamic tyjoe of jDuerjieral fever. When
i-ecovery happily takes jilace, it is often for a consider-

able time marred by sad sequelaj, such as immense
debility, stiff anchylosed joints, and impaired vision, or

even blindness.

508. MorbidAnatomy of Phlebitis.—Dark-coloured,

extremely fluid, and imperfectly coagulating blood.

The clots when formed are soft, and contract poorly,

and the serum which esca
2
:>es is turbid. Putridity sets

in fast, or rather, this has characterized the blood, even

before the “ mortal coil” off-shuffled was. In numerous

organs, lungs, liver-, spleen, kidneys, heart, &c., there

are ecchymotic patches of a circular outline, and in

their neighbourhood are collections of jrus. These con-

gestive spots are a kind of half-way-house to supprrra-

tiorr
;
they are the first stage. Abscesses are more
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common in the lungs than the liver. Pus is common
in the joints, and the cartilages are often ulcerated.

The brain is frequently congested, and occasionally,

hut much more rarely, there is jjus in its substance. The
heart is enlarged or softened, and lymph and serum
are found in the pericardium. The spleen is frequently

soft, or even rotten, and the kidneys are also softened

or covered vitli lymph, or contain deposits of pus.

The uterine veins are contracted, their lining being

thickened, and coated with lymph and pus.

509. Treatment.—The treatment of phlebitis re-

solves itself into two parts, viz., that of the primary
disease, and that of the secondary aftection. When we
are convinced we have a case to deal with, we ought,

soon after the pain begins, to leech extensively the

abdomen, to give full doses of opium, and one or two
large doses of calomel. Fomentations are also to be

applied to the belly; ice and iced di-inks, and internal

antiseptics, such as the sulphites of soda, jiotass, mag-
nesia, and lime, as recommended by Polli. Whenever
the symptoms announce unmistakably the pysemic

stage, then there must be a truce to aiitiphlogistics,

and immediate recourse had to a stimulant and restora-

tive treatment,— extract of meat, good whisky, or

brandy and milk. As the constitutional disturbance

may be great, small quantities of these ought only to

be given at a time, and oft repeated; not forcing them
upon an unwilling patient. The medicinal stimulant

of most service is the aromatic spirits of ammonia

;

give it in 15 or 20 minim doses every few hours. If

the patient begins to recover, wine may be made to

replace the brandy. Iced champagne is of much ser-

vice where there is iiuitable stomach, and a tendency
to reject aliment. There is a close relationship between
putrid disorders and the liver; so the u.se of cholagogues,

such as podophyllin, taraxacum, and rhubarb may be
advantageous. The bowels are thus acted on, too.

The renal and cutaneous excretions .should he well



516 PUERPERAL AND OTHER DISEASES.

looked to, and gently stimulated. Polli’s (of Milan)
anti-putrefactive, anti-fermentative snlpliites, and kypo-
sulpkites may be continued. Charcoal by the mouth
helps a little in the antiseptic way

;
and it may be com-

bined with bismuth if there is irritable stomach. It

relieves troublesome eructations. Alkalies, such as

bicarbonates of soda and potass, may be given to favour

the oxidation, and consequent destruction of the putrid

material in the blood. Carbonates are more potent in

this way, but the stomach receives them less readily.

For all external sores, we need hardly say that the

Listerian method ought to have a fail’ field.

CHAPTER LV.

PHLEGMASIA DOLENS : CRURAL PHLEBITIS.

510. This affection has been called by different

names (like doubtful individuals), owing to the diverse

views entertained respecting its nature : for example,

(edema dolens, crural phlebitis, milk swelling, metas-

tasis lactis, depot du lait, white leg, milk leg. Mauri-

ceau was about the first to notice it more particularly,

and Levret and others well described it, but their patho^

logy was erroneous.

It consists of a diffused swelling of the lower ex-

tremity, coloiu’less, and of a hard and elastic natime,

and not pitting readily on pressure. The left leg is

more commonly affected than the right. The leg is

tender and painful, and there is a hot skin and quick

pulse. It may begin before the 6th day, but the 2nd

week is a more common time; and its invasion may
even be deferred to a longer period after labour, even

a month or two. It has happened occasionally after
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abortions also. Wbite, of Manchester, who wrote
ably on this disorder at the end of last centnry, met
with a case where it began 24 hours after labonr, but
this is as rare as Lewet’s case, which occurred at the

end of a year. M^iite thought that the side on which
the woman lay during labour determined the side on
which the disease appeared.

511. Pathology.—Mr White believed the afiection

to be due to an obstruction of the lymphatics during

parturition. Mr Hull (“ Essay on P. Dolens”),

thought the proximate cause to be inflammation of the

tissues of the affected leg, leading to an extensive

throwing out of coagulable lymph, which eflfusion, ho
imagined, caused the gi’eat tumefaction and tension.

Siebold, Albers, Boi-sdn, and Duges, hold that the

nerves are first affected, and that the oedema is

secondary to this. The pain, according to these

authors, is a neuralgia. The theory now generally

held is, that the affection is due to an inflammation

and obstruction of the crural veins
;
that the disordei*

is, in fact, a crural phlebitis. To whom belongs this

discovery 1 It is not quite clear. Just as the discovery

of the co-existence of albumen with jiuerjieral oedema
and uriemia is shared by Simpson and Lever, so here

the detection of the true pathology is divided between
the late able Professor Davis, of London, and M. Bouil-

laud. Both discovered it about fifty years ago, inde-

jjendent of each other, but the Frenchman was the first

to publish it.

This subject cannot be named without the casting up
of the name of the venerable and able Robert Lee.

He has written admirably on the s^ibject in his work
on the “ Theoiy and Practice of Midwifery,” and given

cases and dissections. Dr Lee’s theory is, that it is a

crural phlebitis, but he holds that the inflammation

begins first in the uterine veins, and then extends to

the iliac and crural veins, the veins of the vagina,

saphena, <l'C.
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Virchow’s Theory.—This eminent pathologist has
made nnmerons dissections, and concludes that the

first step consists in the production of a clot in the

vein. This blocks np the vessel and causes inflam-

mation, effusion of lymph, and the formation of pus

;

all the after phenomena, in fact, spring from this

stoppage. Dr Lee’s theory seems well supported by
experience.

• Dr T. W. M'Kenzie, of London, has treated of its

pathology in a monogi’aph published in 1862. He
thinks tlie phlebitis due to a morbific condition of the

blood. We incline rather to Dr Lee’s view. Morbid
states of the blood, in the puerperal condition, rather

conduce to thinness and non-coagulability. The most
plausible view, then, is, that inflammation of the inter-

nal coat of the vein is the starting-point
;
then plug-

ging by clot and its concomitants follow. The
obstructing clot may be coagulated lymph, or fibrine,

or pus. The swelling of the limb is due to engorge-

ment, Avith serous effusion. In addition to the crural

veins, the uterine, iliac, vaginal, saphena, and vena
cava may be affected. The lymphatics and nerves of

the limb are frequently inflamed also.

Causes.—We are inclined to think that a tedious

labour, with the head pressing long on the soft parts,

predisposes to it. Other causes named are, damp, cold,

instrumental injury, artificial extraction of the j^lacenta,

getting up too early after delivery.

512. Symptoms.—The initial symptoms are often a

rigor, then pain along the pelvic brim. The pain is

not always of the same character
;

it is at one time

acute, at another dull, and varies also in depth. Its

•site diflfers too. Frequently it is felt first as a lancin-

ating pain along the calf of the leg, in the course of the

lymphatics, along the inner part of the thigh, up to

the groin, where a tension and soreness begin to be

felt. The woman is often weak and irritable. Fre-

quently the pain is at first believed to be rheumatic.
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After pain has set in, swelling is not long in following
;

24 to 48 hours is a common time. Tumefaction often

begins at the groin and travels downwards, but it may
begin at the calf of the leg, or where the pain was first

felt. It brings not the roseate hue of inflammation

;

on the contrary, the limb is of a pale and shining aspect,

just like a membranous, glistening bag distended with

milk. In some instances the limb from foot to thigh,

and above this to the groin, is enormously swollen, and
the nates and vulva share in the enlargement. Owing
to the extreme tension, there is little if any pitting on
pressure, though before this, and after the acute stage,

the indentation remains for a little. When the swell-

ing has involved the thigh, the femoral vein may be

felt rolling, coi-d-like, under the finger. There is

increased pain on moving the limb.

The constitutional symptoms are, quick piilse (120
to 140), thii'st, furred tongue, headache, restlessness,

irritable temper. The milk is often suppressed, and
frequently there are profuse perspirations.

Course and Termination.—(1.) The swelling begins

to subside in two or four weeks, but many more may
elapse before it is of its fonner dimensious. • It also

remains very stiff, with little sensation or power of

motion, for a considerable time. (2.) The affection

may follow a less favourable com-se, going on, in fact,

to suppuration. There was a case reported by Dr
Muri-ay to the Ed. Obstet. Soc. in April,. 1863, where

1 this result followed. “ There was a pint of pus in the

1 knee-joint; ulceration of cartilages; hip-joint cartilages

2 gone
;
caries of the condyles of the femur.” She was

i delivered on the 22nd of December, and died on the

15th of March following. (3.) Death may occur sud-

I denly, or more gradually from exhaustion. When
: sudden, it is in all likelihood due to embolism

;
for a

i clot may not only be canned to the pulmonary vein

from the \iterus, but, besides, there is a tendency to

coagulation in other veins. As a rule, if well managed.
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and the female has not a bad constitution, tliis alFec-

tion is not very serious.

513. Treatment.— Bleeding is not to be recom-

mended unless there is great plethora, when a dozen

leeches may be applied over the femoral vein and on
the gi’oin, followed by warm fomentations. A saline

purgative or two at the outset should be given. Ele-

vate the leg, and apply cloths steeped in the acetate of

lead and opium lotion, warmed. Relieve pain, secure

rest, and promote diaphoresis by ojiium and ipeca-

cuanha
;
the pulv. ipecac, co., in 5-gi-ain doses, 4 times

a-day, will answer well. Stimulate the kidneys by
sweet spirits of nitre, or the inhalation of oil of juniper.

Place a cradle over the limb to keep off the bed-clothes.

Slight pimctures, recommended by some, appear not to

give much relief. Frequent vesication with small

blisters does more good. Gentle friction—rubbing

from below upwards, with the following liniment, is

markedly beneficial:— Tinct. opii, an ounce; tinct.

cantharides, 3 drams; tinct. aimicse and tinct. camphor,

of each, half-an-ounce
;
olive oil to make up to 4 ounces.

Mix and shake. This may be applied three times a-day.

Moderate support may be rendered, when the swelling

has gone so far down, by means of a flannel bandage.

Quinine will foi’m a highly suitable tonic, and a resto-

rative regimen should be adopted. Mercurial inunction

has its advocates, and helps to reduce tumefaction.
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CHAPTER LVI.

EPHEMERAL FEVER OR WEID.

514. This is a short-lived fever, common chiefly to

women living in a damp dwelling, or those of a sensi-

tive tirrn. A chill, fatigue, or mental depression may
also give rise to it. It is a kind of miniature ague.

Symptoms.— Intense and protracted shivering (be-

ginning from the third to the sixth day), accompanied
by back-pain, headache, pains in the limbs, shrivelled

featiu'es, chy and rough skin, quick and irregular pulse.

The eyes are sunken, and there is considerable mental
depression. The temperature of the skin may be

increased, yet the patient feels as cold as ice. Some-
times pain is felt in the bi’easts, at other times over the

uterus. As the shivering begins to moderate, the heat

of skin increases, the frontal headache is intensified,

the face gets flushed, and sometimes there is slight

delirium. The pulse becomes harder, the tongue gets

furred, and the various secretions, lacteal, lochial, and
renal, may be for a time arrested. The woman some-

times becomes despondent, and appi’ehensive of serious

results. By-and-by, the intense heat—the diy, hot stage

—ceases, and a profuse perspiration breaks out with

the happiest results. The breathing grows less op-

pi’essed
;
.the pulse slows and softens

3
the tongue

moistens
;
the headache vanishes, and the temples cease

to throb
;
the different secretions are resumed

3
the

mental j)erturbation is at an end
3
and the patient falls

into a ti’anquil sleep. On awaking, she may be quite

well, with the exception of having pai’ted with some
strength. The entire fit (cold, hot, and sweatmg
stages) is usually over within 24 or 48 hours. Unless
there be atmospheric causes—miasmatic suiTOundings
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—this little ague is not likely to persist, but passes

finally away. Some cases, however, according to Dr
Ramsbotham, have deepened into a settled intermittent.

Dr Burns, in his work, also says that a continued and
troublesome fever may result, unless care be taken.

515. Diagnosis .—The commencement of it may
puzzle a little, and suggest a puerpei'al fever case, for

indeed there is no telling at once where mischief niay

not alight. Soon, however, it will be found that pain

is more in the head than in the belly
;
indeed, there

may be no uterine pain at all. The intensity and sud-

denness of the rigors, and the other stages, too, with

the irregular chai-acter of the pulse, help to diSeren-

tiate it.

Treatment.—Quantities of hot bottles or bricks to

the feet, thighs, and axillae, and diaphox’etics, such as

liq. ammon. acetat., ipecacuanha, and warm gruel.

Into this gruel we would mix a dram of sweet spirits

of nitre—it will promote both the cutaneous and renal

secretion. We are surprised that authors, while view-

ing this as akin to ague, do not recommend quinine.

We give a large dose at once whenever we meet with

a severe rigor in the puerperal state. It is the sheet-

anchor, not only in intermittent fever, but in all rigors.

It cuts them short, and prevents their return. If you
are afraid of this little ague drifting into a big one, or

into a continued kind of fever, saturate and permeate

the woman with the quinine. It will not aggravate

the headache, while breaking up in some occult way
the weid, and upsetting the subjective and other condi-

tions w'hich favour a return.
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CHAPTER EVIL

PUERPERAL MANIA.

510. This sad complication of the puerperal state

may happen during gestation, soon after labour, or

after the lapse of weeks. It often occurs, too, in the

course of a prolonged lactation. It is probably most
liable to arise soon after the shock of labour, or when
the strength has been impaii’ed by a long course of

nui'sing,

Ephemeral Mania.—Before considering the more
grave overthrow of reason, we shall notice in a line or

two a short-lived seizure which occurs when the foetal

head is pressing on the os, or in that marked sphere

of jieripheral irritation, the vagina. The late Dr
Montgomery first described this phrenzy—for mania it

can hardly be called, as Ramsbotham observes. It is

a very brief aberration, due to the excitement produced

by intense agony. There is some little wandering of

the mind, and incoherence, but it is over in a few

minutes, and the woman, instead of being oblivious

of it, recollects and apologises for any impropriety of

which she may have been guilty.

514. Puerperal Mania Proper.— This form of

insanity is by no means rare. There are not many
practitioners of experience who have not liad to deal

with one or more cases of the disorder. There are

two forms usually met with—the one characterised by
delirium and furious excitement, the other by a low
melancholy. The former sets in somewhat suddenly,

and not long after labour. The melancholic form is

later in appearing, and it creeps on more gradually and
stealthily. The maniacal form is most common, ha^i-
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pening twice as fi’eqiiently as the melancholic. A
singular feature has been pointed out in connection
with insanity in the puerperal state, and with it alone,

viz., the consciousness on the part of the female that

she is erratic and under delusions. We have met -with

females who indulged in the most outrageous speech

and the grossest incoherency, and who yet were cogni-

sant of their deviation. Gooch, in his work on
“ Diseases of Women,” states that he has seen cases

where there were many features similar to those

characterising delirium tremens. He has also known
catalepsy happen in the course of the affection. We
have said that the women are sometimes aware of then-

unreason and proneness to delusions, and we shall just

give an illustration from a case which occurred in our
own practice recently. On entering the apartment
where the insane woman was, she would sometimes
say, “You had better take care, doctor, for I have an
inclination to attack you.” At another time she said,

while holding a nursing cup in her hand, “ Doctor, if

you don’t get out of the way, I must throw this at

your head. I must do it
;
I can’t help it.” Then she

would refer to some imaginary being staring at her,

and suggest that she was ju’obably wrong in surmising

that any one thus took notice of her.

518. The duration of puei-pei-al insanity varies.

Sometimes the affliction will pass off soon
;
at other

times it abides for months or years. The low melan-

cholic foi-m drags on its melancholy career much longer,

as a rule, than the more -violent and highly excited

variety. The cases most speedily fatal are those where

there is rapid pulse, high excitement, sleeplessness, and

a strongly feverish condition altogether. There is one

cheering thing connected with it, viz., that permanent

mania very rarely results. The dark cloud has thus a

silver lining. In cases where chronic mania cUd come
to pass, there was a history of antecedent aberration,

as a rule.
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Dr Tuke, of the Fife Asylum, has treated ably of

this subject. (See “Ed. Med. Journ.,” June, 1867.)

He says that the fomi occurring during gestation is

usually melancholy, with more or less of moral perver-

sion. In puerperal insanity, on the contrary, out of

73 cases, no fewer than 57 were acute mania, the rest

being melancholia and dementia. In the insanity of

lactation, melancholia is fully more common than
mania.

Question of a Recurrence of the Mania .—The friends

of the patient are naturally curious, or rather anxious,

to know whether, on the occasion of a future labour,

the mania may or may not return. Dr Gooch was of

opinion that a recurrence need not be anticipated, bxit

we cannot share his ojiinion, we regret to say. "We
have met with a case or two where it has liap])ened

more than once. We are never safe to predict, then,

either the one way or the other.

519. Pathology.—This is imcertain and unsettled.

It is held by some that there is no cerebral or menin-
geal irritation, but that the cause is probably a shat-

tered condition of the nervous system from exhaustion

and suffering, or morbid (leucocythfemic) condition of

the blood.

Causes.—Mental emotions of various kinds operating

; on a nervous system, unduly excited by labour and the

requirements of the puerperal state. Sensitive females,

with a finely organised nervous system are more pre-

disposed to it. Hereditary disposition has to do with

many cases. Emotions and passions of vaiious kinds,

we have said, tend to excite
;
other exciting causes may

be gastric, hepatic, or intestinal disorder, haemorrhage,

i protracted nur.sing, leading to anaemia, uterine irrita-

I
tion. A piece of bad news brouglit to the woman may

I be sufficient to excite it. The last case we saw was

I
apparently thus caused—the announcement of her

I father’s sudden death being made to the woman a few

(
days after labour. During the rcvolutionaiy periods
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in France, terror occasioned a number of cases. It

would be jDrofoundly interesting to knoAv whether,
during the recent trying siege and terrible bombard-
ment of the city of Paris, there was any increase in

this form of mania.

Dr Tuke has pointed out that the melancholia of

the puer])eral state is often but a further development
of morbid de})ressiou during gestation. Many females

are partially insane at that time, having singular

changes of temper, morbid appetite, and strange long-

ings and cravings. Some have strong delusions and
aversions, and actual insanity may supervene, Avith

moral perversion and melancholia.

520. Symptoms.—These are divided intotwo varieties,

those indicating melancholia, and those pertaining to

mania. In mania the woman is restless, agitated,

anxious, irritable, suspicious, angry, noisy, incoherent,

obstinate, outrageously impatient, A'^acillating and con-

tradictory. A mere trifle Avill send her into a joaroxysm

of rage, and she will break out into a prefect torrent

of incoherent, and mayhap indecent, language, threaten-

ing, if not inflicting, violence on those around her at

the same time. She has hallucinations of vision, fancies

she sees certain objects
;
and these again excite her

Avrath, and she nia}'- express it in the form of cursing

and swearing. A Avord dropped by the nurse, or perhaps

by her husband, inflames her, and affords a new text

for her resumption of furiously angry discourse and
threats of Anolence. Sometimes she will lie still on her

back, muttering incoherencies
;
at other times she Avill

start Avildly up, and want out of bed or out of the room,

and will be with difficulty restrained. She is often

characteristically obscene and lascivious. Suicide is

frequently attempted
;
but as pointed OAit by Avriters

on mental disease, there is no premeditated desire to

do so : the attempt springs from a sudden impulse.

Masturbation has sometimes been observed, but it is

believed to be in response to strong irritation. A
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peculiar restlessness of tlie eye is also a marked feature.

It is common to hate her child, and attempt to de.stroy

it. The physical signs and symptoms are tlie very
antipodes of the mental characteristics. From all

this outi-ageous violence one would naturally infer

Herculean qualities. On the contrary, however, there

is a pinched and feeble appearance about her
;
the pulse

is small, ii-ritable, and rapid
;
and she is ]iale, chilled-

looking, and bathed in a clammy sweat. While these

are the usual physical symptoms, it has been shown by
Drs Tuke and Bucknill, in their “ Psychological Medi-
cine,” p. 259, that there is a class of cases where there

is an inflammatory pulse. These cases occur, often

synchronous with the production of the milk, on the

thii'd or fourth day. This state of the pulse is ominous,

as indicating inflammation of some internal organ.

521. Symptoms of Melancholia.—This form, as be-

fore observed, is the common insanity of lactation, as

well as of the pregnant period. It creeps on, some-
times, gi’adually. The Avomen sufiering from it are

anamiic
;
sometimes they ha\'e bronchoccle, or it may

be exophthalmia, and palpitation. Hysterical pheno-

mena also mark them. They become su.spicious of

their nearest friends
;
they hate their husband, and

e\'en their offspi'ing. They Avill often not look at the

infent
;
they ai’e utterly indiffei’ent to it, and it is not

safe to leaA'e it l>e.side them. Great de^n'cssion, teiTor,

apprehension, are experienced
;
and often the woman

is A’astly concerned about her present spiritual state

and future prospects in that Avay. She is sleepless by
night and by day. She sits quietly often in one posi-

tion; perfectly mdiffci-cnt to external concerns, and
more like an automaton than a human being. She
does not ask for food, although she may not reject it

;

at times, hoAvever, she Avill resi.st food obstinately.

She may not respond to other calls of nature. While
not msually violent to others, she is often disposed to

inflict self-injury
;
she is, in .short, suicidal. She may
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answer questions pretty rationally, and obey requests.

In this form of insanity there is sometimes a pale,

sunken countenance, but the pulse is not much quick-

ened, and the temperatiu’e of the sldn, if not normal,

is just a little lowered. Here there is not the tendency
to lasciviousness or obscenity.

522. Diagnosis.— Puerperal mania may be con-

founded with phrenitis, but in the latter we have a
rapid hard pulse, hot skin, suffused eyes, and intolerance

of sound and light. The expert in psychology can
pretty readily make out a case of puerperal mania.

Dr Gooch was of ojiinion that no physician by simply
witnessing and examining a patient (that is, apart from
any history of the case) could say Avhether it was a

case of puerperal insanity or not
;
but the antagonism

between the physical symptoms and the mental pecu-

liarities affords materials for a pretty easy differential

diagnosis.

Prognosis.—Esquii’ol, Burrows, Tuke, Bucknill, and
others testify to the ready curability of puerperal

mania, pure and uncomplicated. It is when internal

organic disease co-exists that tlie prospect is clouded

and doubtful. The presence of tuberculosis or of

visceral disease is unfavoui’able. A rapid inflammatory

pulse, and great restlessness setting in early, look bad.

The ordinary duration of the disorder is from one to

six months.

Here we take the liberty of transcribing from the

article of Dr Tuke, of the Fife County A,sylum, some
valuable conclusions he has aiTived at on this important

subject. These are drawn from the records of a large

number of cases in the Edinburgh Asylum, Morning-

side. They are as follows :

—

“ Is#, That an increase of liability to insanity exists

between the ages of 30 and 40 in child-bearing women,
and that first confinements occurring at that period are

peculiarly frequently followed by true puerperal in-

sanity.
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“ 2nd, That primiparfB are more commonly the sub-

jects of the insanity of pregnancy and puerperal insanity

than multipane.
“ 3rd, That the insanity of pregnancy in the majority

of cases is developed during the third, fifth, or seventh

months.
“ 4//i, That the insanity of pregnancy is generally

evidenced by melancliclia or moral perversion, and that

it is very curable.

“ 5t/i, That the hereditary tendency is peculiarly

traceable in these three forms of insanity, and that in

a large proportion of cases it exists on the female side

of the family.
“ 3 th, That puerjieral insanity leaves a tendency to

other forms of insanity.

“ 1th, That the puerperal insanity characterised by
melancholia rarely commences until nearly a month
after labour.

%th. That a tendency to suicide is a very frequent

symptom.
“ dth. That complicated labours are more frequently

followed by puerperal insanity than natural ones.

“ \Qth, That cases of puerperal insanity, in which
acute mania is the leading symptom, are more amen-
able to treatment than those in which melancholia

exists.

“ That the insanity of lactation does not ensue

on the first nursing so frequently as on subsequent

ones, and the longer the child is kept to the breast the

liability necessarily increases.

“ \ 2th. That the insanity of lactation is more tran-

sient than either of the other forms, and that where
evidenced by acute mania, is less persistent than where
melancholia exists.

“ 13th,, That delusions as to personal identity are

very common .symptoms in the three forms of insanity.

“ 14^/i, That none of these forms of insanity are of

themselves very fatal, except when complicated with
2 m
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other and especially inflammatoiy diseases. That they
are all very amenable to treatment when such treat-

ment is adopted early, and that the longer the patient

is deprived of the benefits of an asylum the chances of

recovery decrease.
“ That this type of disease was ansemic in

these three forms of insanity, which indicated the ad-

ministration of a highly nourishing diet, but a very
cautious use of stimulants.

“ That the exliibition of narcotics is not bene-

ficial where the leading symptom is acute mania.”

523. Treatment.—The treatment is not on any ac-

count to be routine. The plan formerly adopted of

shaving the head, then apjilying ice, purging, blistering,

and administering antimony, is now fairly exploded.

Under this antiphlogistic method the victim drifted

into dementia
;
maniacs merged into dements. Shall

we bleed in mania 1 As a rule. No because violent

muscular effort does not necessarily indicate vital power
or strength. Bleeding would only debilitate, and thus

retard recovery. What about opium ? A large dose

at the very onset may do good
;
but afterwards, while

it may moderate violence a little, it is believed to be

hurtful, as tending to prolong the maniacal period. A
cholagogue and aperient is useful, but strong purgation

is hurtful. If opium is bad, is there no other calmative

that would do good? We believe there is, and that we
have it in the bromide of potassium. Give 60 gi’ains

five or six times a-day, in water. It is calmative and

soporific, and at times will act like a charm. There

has lately been found a more potent one, however, and,

so far as is yet known, very useful in this mania, viz.,

choral, hydrate. Many have found it invaluable in

procuring the great indispensable—sleep. A sound

sleep, as is well known, is, in this malady, far above

rubies. The chloral has in numerous cases procured it

Avithout after-ill. It will take a deservedly high place,

then, in this distressing malady. It should be given
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in a jn-etty full dose—40 to 60 grains. INIuch good is

done by small quantities of nourisliing food, frequently
repeated—beef-tea, or extract of meat. To nourish is

more than half the cure. There is often immense diffi-

culty in getting them fed, owing to their resisting it

obstinately. One may have to force the jaws open, or
feed through the nostrils Ijy a tube. A steady, kind,

yet firm nurse, one who will remain well beside the
patient, and attend closely to her necessities and wants,
is of first-rate importance. We may add, that if the
chloral fails in one or two doses to procure sleep, it

should be desisted from.

Convalescence may be furthered by tonics, such as

quinine, and change of air. Either the patient should
be removed, or her friends

;
for the sight of familiar

objects, far from being agreeable, only aggravates the

malady, and stirs thoughts and ideas which bewilder or

exasperate. The jn’esence of child, husband, or friends

is also hiu'tful. When convalescent, employment, care-

fully regulated, and adapted to the tastes and habits of

the woman, will prove beneficial. But as an enfeebled

body is incapable of much physical toil, so a weakened
and still toppling intellect is inadecpiate to any gi’eat

effort. The pursuit should, therefore, be agreeable and
light. A too speedy return home has often led to a

relapse.

524. Risks and Disadvantages of Chloral.—Here
would seem cpiite an approjjriate place for noticing,

Imiefly, some of the disadvantages attending the use

of chloral. We are not acquainted with any drug that

can boast of unmixed tiiumph. Opium, while satisfac-

torily soothing pain, &c., is prone to constipate and

induce headache and other evils
;
and astringent's, such

as acetate of lead, and pernitrate of iron, while curing

a dian’hoea effectually, occasion gastric iiT’itation and
pain. Colchicum, also, while sending the enemy of

those blessed (or cursed) with “ blue blood ”—gout

—

about its business, entails intestinal irritation and
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cardiac depression; and arsenic, while exorcising the

elements on which chronic cutaneous diseases are based
and fed, gives us burning pain along the alimentary

tract, and various other evils. It would be a perfect

wonder, then, if chloral (now in everybody’s mouth
from Penzance to John o’ Groats) should stand alone

as the only medicine that wrought unqualified good.

We have not, however, seen serious evil produced by
it, when carefully administered, and we have now
prescribed it pretty often in suitable cases. We say

suitable cases, because we are well aware that there

has been a tendency to give it in the most diverse, and
therefore often unsuitable, circumstances. The most
common result which we have observed has been the

flushing (a dull scarlet hue) of the face, neck, and ears,

not unlike that produced by the nitrite of amyl (though

more slowly), and conjunctival injection, due to vaso-

motor paralysis. Sometimes an eruption like urticaria

is induced, and in one case we have met with, a roseola

that could be apparently fathered only on this di’ug.

The pujiil becomes contracted under its continuous

employment
;
and the action of the heart is weakened

somewhat. We observe in the “Lancet” for April

1st and 8th of this year, that Dr J. Crichton Browne,
of the West Riding Asylum (a gentleman well versed

in mental diseases, and the son of a worthy expert in

psychological medicine), has called attention to some of

the evils arising from the exhibition of chloral, which
we have been considering. Dr Browne points out this

vaso-motor paralysis as one of the x’esults, and says that

he has also seen fatal blood-poisoning follow its em-

ployment. He details a case of pui’pura, in jxarticular,

induced by it, and where there was a “tendency to

somnolence, weakness, and irritability of the pulse,”

denudation of the mucous membrane of the mouth, and
a fissured and thickly-coated tongue. Pulmonary con-

gestion set in, and the patient sank. He believes it to

have an influence on cardiac innervation, and that its
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repeated use paralyses the action of the heart. Cere-
bral congestion has been observed in some instances,

but this was where an overdose had been given. When
used by the subcutaneous jilan, it has a greater ten-

dency to produce sloughing than morphia.

CHAPTER LVIII.

PELVIC CELLULITIS : PEHI-UTERINE INFLAMMATION.

525. This is an affection of no little importance, not

only as occurring pretty frequently, but also as inflict-

ing 231’otracted suffering on the female in many cases.

It consists of the effusion of various products, some-

times going on to pus, around the exterior of the uterus

and ovaries. The initial stages are often obscure
;
the

affection creeps on surreptitiously, and until a consider-

able effusion has taken place, there may not be symp-
toms notable enough engendered to arrest the attention

of the woman or her jihysician. No doubt there are

numerous cases where the effusion goes on to a certain

extent, and then recedes, without enkindling veiy much
distress. At other times this is far from being the

case, prolonged suffering, and serious results being

occasioned.

Pathology.—There has been no little difference of

opinion with reference to the seat and nature, and con-

sequent fit appellation of this affection. "We believe

that it is in some cases an inflammation of the cellular

tissue surrounding the pelvis
;
in others, that it is an

inflammation of the peritoneum covering the fimbriai

of the oviducts, and the ovarian pouch—a pclvi-peri-

tonitis. This latter is the view entertained by Bernutz,

and Goupil, and others. The effusion does not go on
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to pus in many cases
;
sometimes it is serous

;
and

occasionally an ugly, dii'ty-brown serum. The areolai'

tissue anywhere contiguous to the uterus may be
attacked, but a very common site is that contained

within the folds of the broad ligament. Often the

starting-point is the ovary or oviduct. The inflamma-

tion extends frequently fi’om the uterine appendages
to tlie peritoneum lining the pelvis, and adhesions

result at times between the intestines and these appen-

dage.s, mattmg them together. Collections of pus form
frequently, and eat their way out in different directions,

the pai'ticular channel and place of exit depending on
the site of the abscess.

52G. Kiinig’s ex
2
ieriments (see “ Archive fiir Heil-

kunde,” 1862, No. 6, p. 481) with air or water injec-

tions into the areolar tissue of the broad ligament, are

deeply interesting and suggestive in connection with
this subject. He found—(1.) “ That exudation into

the areolar tissue in the neighbourhood of the tubes

and ovary travels jirimarily along the course of the

psoas and iliacus, and then enters the pelvis jirojier. (2.)

Exudations starting from the antero-lateral jiart of the

areolar tissue, where the cervix uteri joins the body,

fill the cellular tissue of the time pelvis laterally, in the

first place, to the uterus and bladder, then ^^ass with the

round ligament towards the ligament of Poupart, thence

to the iliac fossa externally and backwards. (3.) When
the exudation begins at the posterior jiart of the base of

the lateral ligament, the parts first filled are the postei-ior

and lateral jiarts of the jielvis—viz., Douglas’s space.”

In the few cases which we have met with there was
a discharge of pus by the vagina and rectum. In one

tedious case the areolar tissue situated between the

jieritoneum and abdominal muscles was invaded, and
ultimately we had to make an ojiening on the lower

part of the abdomen. Pirogoff calls this an “acute
purulent” oedema; and Virchow terms it jiai'ametritis.

Matthews Duncan has made memorable contributions
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to the subject, and embodied these in a woi’k which
may be pondered with profit. Dr Duncan Auews the
affection as most commonly a pelvi-peritonitis.

Causes.—Parturition has much to do in reference to

causation here. In nearly all our own cases, labour was
a close antecedent, and, therefore, doubtless a cause.

The labours were not artificially aided, moreover,

although, on the whole, tedious. Perhaps all of them
were strumous females. Dr West has given a tablo, in

his able work, wherein it will be found that of 59 cases

of this disorder, 32 happened after delivery, 11 after

abortion, the remaining 16 being due to other causes.

These may be introduction of sound, or bougie, or tents

into the utenis. We have met with cases where it

occurred after the introduction of tents. Malignant
disease of the uterus may enkindle it also, but it usually

occurs after parturition, or from some other ii’ritation

of the uterus.

527. Symptoms.—An enlargement, or an induration,

of some part of the lower abdominal region (accom-

panied, it may or may not be, with tenderness and

pain), is often the fii’st sign of the aflection. At other

times there are rigors, or febrile symptoms, with a

quickened pulse, and obscure, dull, deep-seated pains.

A patient may be progressing well after labour for a

week or two, when, unexpectedly, chills occur, and

she feels exhausted, and looks haggard, careworn, and

anxious. She loses any little appetite she may have

acquh’ed after the ordeal of parturition, and fat seems

suddenly to disappear. By-and-by come the significant

indications—difficult and painful micturition and defie-

cation. There may be an external tumour or not
;
this

depends on site. If the parts contained between the

broad ligaments are the sjjhere of the inflammation,

then there will be more or less of external bulging
;
but

if down about Douglas’s space, or in the areolar tissue

between the utenis and bladder, this will be absent. If

the case goes on pretty severely, there will be much con-
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stitutional disturbance, rigors, severe neuralgic jiains,

strong fevei’, witli nocturnal exacerbations, profuse

sweating, and diarrlicea. At least these effects occur

in many cases. With regard to the neuralgia, Kbnig
has remarked that the extei’nal cutaneous nerve of the

thigh is the one most commonly affected. Extension
of the thigh is attended with difficulty and pain, hence

it is usnally flexed on the trunk. It is the effusion

around the jisoas muscle that is the cause of this. Tliis

is viewed as almost pathognomonic. On examining
per vaginam, we find the canal hot and dry, hardened

and thickened, and we may detect above it a tumoiu’

of a hard nature. At first this tumour is of a very

hard character indeed, although, further on, it may
soften, or recede. In some cases we detect fulness in

one or other iliac region, and on percussion the sound
elicited is dull. When pus is formed, which is often

the case pretty speedily, there does not seem to be any
increase of joain in many instances, and females seek

relief because the jiressure of the effusion on the bladder

or rectum has interfered with the due performance of

the functions of these organs. We had a case where
matter lodged for about six months without causing

great inconvenience, when it discharged in a consider-

able quantity through the rectum. For a long time

afterwards pus continued to flow by this channel.

A bscesses of a chronic character like this, and even of

much longer duration, are reported by Dr West in his

very able work on diseases of women, and by Sir James
Simpson, in his obstetric works.

The latter has recorded examples where these have

led to fistulous communications by the bladder, uteiais,

and bowel. Dr M'Clintock has given some invaluable

facts in regard to this affection. He fomid that in 70

cases, connected with the puerperal state, 37 ended in

suppuration, with discharge of jms
;
24 of these burst,

or were opened externally
j
20 in the iliac region, 6 by

the vagina, 5 by the anus
;
while 2 burst in the bladder.
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In not one of these clid the abscess burst into the
2
ieri-

toneal cavity.

528. Treatment.—There is good reason to believe

that an incipient cellulitis may be aborted by early

anti^ihlogistic treatment. When there is fulness and
induration, tenderness and jiain in one or other iliac

region, a dozen of leeches should be a^iplied, and a

saline jJnrgative given. This should be followed by an
ojiiate, because it will soothe any pain that may exist,

and helji to arrest effusion. One good dose of calomel

at the outset will also help to lay an embargo on effusion.

Highly- nutritious diet should be given early, with

wane and other stimulants. Perfect rest should be

seciu’ed for the woman. Position has much to do with

comfort, at least. Dr Grady Hewitt advises the lower

extremity to be laid on a double inclined jilane witli

the heel elevated; this removes tension from the psoas

and diacus muscles, and ministers to ease. (See

“ Diseases of Women,” 2nd ed., j). 490). We observe

that Dr Hewitt (Avhose therapeutics, we may remark,

in general, corresponds well with our own), j^nts di a

strong word against mercury in this affection. Now,
we think the doctor, like too many more, has missed

the true function of mercury here. Mercury plays a

most invaluable and unrivalled jiart before the affection

has gone on to pus
;
indeed, it often averts its forma-

tion. For reducing granitic induration, for making
the hardness of an incipient cellulitis recede, there is

no remedy that can hold a candle to it. This softening

power is seen, too, in hard chancre. How does it act?

It firomotes the absorj^tion of, and checks, fiuffher

effusion. And not very much is needed either
; 5 to

10 grains at the outset may do it. If that should

salivate, it can’t be helped
;
better fluid gushing from

the mouth than cooj:)ed uj) in the belly; confined in a

very imjiortant locality, and no saying when or where

it may escaj^e. But while calomel is highly valuable

before pus, and as a means of averting it, it is injurious
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after it has been produced. We will join any man in

condemning it then, because then is the stage when the
system must be upheld, and mercury is a do^vn-breaker

—that is, when largely used. Besides, the time is past

when it could be of use, for while it often prevents the
earlier effusion from going on to pus, it cannot further

the absorption of the latter. From drifting into a
foolish hydi’argo-phobia, however, let us strive hai'd to

be delivered.

CHAPTER LIX.

UTERINE HiEMATOCELE.

529. This affection has been variously termed, such
as peri-uterine hcematocele, pelvic hiematocele, and
pelvic hsematoma. It consists of an effusion of blood

(bloody tumour) in some part contiguous to the uterus,

the most common site being Douglas’s space. It being

so often found in this locality has led to its now com-
mon designation, retro-uterine hiematocele. The pre-

cise seat of the collection of blood has occasioned much
contrariety amongst authors, but the preponderance of

testimony is in favour of the view that it is in the peri-

toneal cavity. Autopsies, of which there have now been

many, almost always showed it to be intra-peritoneal

;

and reports of extra-peritoneal cases are remai’kably few

indeed. That these latter occasionally happen, how-

ever, must be conceded. It is passing strange that the

exposition of the malady only dates about twenty

years back. It is by no means a very rare disorder,

and must have been casting up now and then in the

practice of our ancestors; yet, we find little attention

being bestowed upon it until the period we have re-

ferred to, which is close on the time when an.'esthesis
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was first strongly stirring the professional mind.
Among those who have contributed to its elucida-

tion are Nelaton, Bernutz, Aran, Virchow, Voisin,

Simpson, Matthews Duncan, Wade, and Tuckwell.

520. Pathology.— In the intra-peritoneal form,

blood either from some pelvic vessel, or from the rup-

ture of a congested—ajioplectic ovary—or the fimbri-

ated extremity of the Fallojiian tube, passes into the

peritoneal cavity and gravitates into the cul de sac

between the rectum and utenis, forming a tumour
which presses the womb forwards and upwards. The
amount of blood varies

;
but occasionally sufficient has

been effused to destroy the female at once. Usually,

however, it is more limited in amount, and when
poured out coagulates quickly. Inflammatory condi-

tions are then excited, and a sac is formed, in part by
fivlse membrane, and in part by the adliesion of the

coils of intestine to the uterine appendages, and to each

other. Sometimes the blood is not encysted, but free.

Virchow’s theory (“ Die Krankhaften Geschwulste,”

vol. i. p. 152) is this, “that the blood is commonly
derived almost, if not altogether, from the newly-

fonned vessels of false membrane produced by previous

pelvic peritonitis.” This eminent pathologist, then, is

of opinion that it is usually the offspring of an antece-

dent pelvic peritonitis. Scanzoni thinks the blood is

of tubal origin.

The extra-peritoneal form has been viewed by some

as a “thrombus,” analogous to what occurs in the

vulva, or to cephalhsematoma, &c. Others term it a

peri-uterine hajmatocele. This latter is the most suit-

able title.

The seat of the effusion here may be the areolar tis-

sue around the uterus and ovaries, between the two

layers of peritoneum forming the broad ligaments, or

amid the pelvic viscera in genei-al. The position and

fonn of the tumour, it is obvious, will vary according

to the locality, and the amount of blood effused.
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We are helped in our estimate of the size of the

tumour by measuring the uterus by means of the sound.

This organ is usually elongated when the tumour is

large.

531. Causes.—These are various. Sometimes the

case can be traced to a chill caught during menstrua-

tion, and leading to the suppression of the dischai’ge
;

at other times there has been a history of dysmenor-
rhoea, or of irregular menstruation, or coitus during the

menses. The period of greatest sexual vigour is that

in which it is most liable to occur, and it is believed

that sexual excesses have to do with its production.

During menstruation the uterus and its appendages are

gi'eatly congested, and if sexual intercourse is indulged

in at this time, this hyjiersemic condition will be aggra-

vated, and it may go on to extravasation. Some cases

have co-exi.sted with extra-uterine pregnancy, and jiro-

bably been due to it. It has been pointed out by Ber-

nutz, Matthews Duncan, Wade, of Bii’mmgham, and
others, that some of these pelvic hiematoceles arise

simply from a discharge of menstrual blood tlu’ough

the Fallopian tubes, instead of by its usual outlet, the

os. That this reflux does not happen more frequently

in mechanical dysmenorrhcea seems rather strange. An
unusual dilatation of one or both of the oviducts would
be favourable to the escape of uterine fluid into the

peritoneum. This would seem to conduce to this

result more than a .strictured condition of the cervix

uteri.

532. Symptoms.—There is commonly sharp abdo-

minal pain at the commencement of the affection, one

or other of the iliac regions being the seat of it. Soon

a swelling is likely to be felt over the site of pain, ten-

der on pressure, immobile, and not very well defined.

Sickness and vomiting sometimes occur, but they may
be absent; there is usually, however, some febrile dis-

turbance. Difficult defsecation and micturition are

usually experienced. There are exacerbations of pain
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from time to time. After a while, less pain may be
experienced. The difficulty in evacuating the rectum
and bladder, however, continues, but generally the
dysuria is more rare than the imperfect defsecation.

Attempts to move the leg of the affected side occasion

an increase of the pain. A sense of weight in the
pelvis, with bearing down, is also common.
On examining per vaginam we usually detect some

bulging of the wall of the vagina. It may be a rounded
fluctuating tumour, jmshing the uterus forwards and
upwards

;
but this will differ according to the site and

extent of the effusion, and it may be absent altogether.

While at first the tumour may be of a ffuctuating

character, it soon becomes firmer and harder, and it

has been mistaken for a fibrous tumour. M. Mah
gaigne committed this blunder, and operated with a
fatal result. In some cases the tumour reaches from
the pelvis far up into the abdomen; in the extra-peri-

toneal form it is often very large. In this latter form,

too, it may gi’avitate lower into the pelvis, being unre-

strained by jieritoneum.

533. Course of the Malady.—The course of a hsema-

tocele is not uniform. Sometimes it diminishes gradu-

ally and disappears, leaving behind a little thickening

and induration at the roof of the vagina. At other

times, after shrinking a little, it will enlarge again at

a menstrual period. This would seem to favour the

view that a refiux from the uterus is a common cause
;

and, indeed, we are of opinion that this often explains

their production. The gradual absorption and dis-

appearance of the tumour is by no means a frequent

result
;
on the contrary, a more common termination

is the contents passing by the rectum or vagina. Some-
times the sac bursts into the peritoneum with fatal

results. In addition to the escape of the contents by
perforation through the rectum or vagina, these may
also be discharged by the bladder. There is another

way by which the tumour may be removed, and that
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is through the Fallopian tubes, and uterus and vagina.

The contents of the tumour have been known to make
theii' exit per vaginam, and yet, on examination, no
raptured pai-t or pei-foration of tlie vaginal wall could

be discovered. The way of escape, therefore, could

only have been as indicated. The time that may elapse

ere absorption takes place, or the tumour bursts into

the vagina, &c., varies much. It may be only a few
weeks

;
at other times, months may transpire. When

death occurs, it is from inflammation, or haemorrhage,

or collapse.

534. Treatment.—In treating a pelvic haematocele,

the chief things to be attended to are the arrestment of

the hsemorrhage and the avei’ting of inflammation in

the first place
;
and after a time, if necessary, the

evacuation of the contents of the tumour. In order to

check the bleeding, we need hardly observe that the

woman must rest in the horizontal position, and avoid

everything that could possibly cause excitement. Iced

water should be injected into the rectum, and bladders

of ice may be ajjplied over the lower part of the

abdomen, and around the external parts of the pelvis.

The astringent remedies that may be given internally

are the liq. ferri pernit. and gallic acid, in maximum
doses. Ice may with some advantage be given also by
the mouth, and ergot and Indian hemp. Exhaustion

and collapse must be met by the generous use of stimu-

lants
;
but during the acute stage of the disorder the

diet should not be veiy liberal. Great caution, in the

way of rest, is required during the menstrual jjeriod.

Opium may be given to ease the pain, and the abdomen
may be leeched

;
but hot poultices and fomentations are

obviously inadmissible.

Question of Opening the Tumour .—There has been,

and is still, no little difference of opinion with' respect

to the propriety or not of puncturing the tumour.

Some distinguished authors, such as Trousseau, Nelaton,

and Voisin, are rather agamst it, and favour a passive
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and expectiint policy
;
and Dr M‘CIiiitock, who has

treated a good many cases, is chary about employing
the trocar. His words are, “ I would not be inclined

to resort to the trocar unless urgent symptoms were
manifested in consequence of the bulk or mechanical
pressure of the tumour, and not even then, unless it

wei’e in the chronic stage.” Nonat deemed punctui’-

ing an inevitably fatal procedure
;
but this was quite

an eiToneous and unwarranted ojiinion. Sir James
Simpson recommended the expectant plan for a time

;

but if the tumour enlarged from inflammation, &c., he
advised and practised the opening of it. Dr Matthews
Duncan recommends passivity while the tumour is

Arm, but when it liquefies, and is evidently offering to

dischai’ge, he practises a free opening with the bistoury.

Puncturing with a trocar is not nearly so satisfactory,

as it does not afford an ample enough outlet. In open-

ing the tumour, care must be taken not to wound the

contiguous viscera. Open the most prominent point

in the vagina, and as near the middle line as is possible.

In some cases, where the tumour reached far up
into the abdomen, paracentesis has been performed.

After operation, and when the female is slowly improv-

ing, chalybeates and a generous diet should be given.

She should also be enjoined to be careful at a menstrual

period, and to avoid anything that would conduce to

congestion of the genital organs. Coitus should be

abstained from for a considerable period.
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CHAPTER LX.

ON THE ARRESTMENT OP INVOLUTION OF THE UTERUS :

SUB-INVOLUTION, ETC.

535. The uterus, by a process of fatty degeneration

and absorption, speedily begins to diminish after par-

turition, and usually this process is effected in one-fifth

of the time which is required for its development during

pregnancy, or in about six weeks. This process of iuvo-

lution may be interfered with, by congestive or inflam-

matory conditions, and then we have sub-involution.

The uterus remains nearly of the same size as it was
about 24 hours after the completion of labour. When
a uterus in this condition is examined microscopically,

it is found to be healthy enough
;
there is no morbid

deposit
;
and its large size is simply due to the jn’ocess

of absoi’ption being checked. In this state, although

it caimot be termed morbid altogether, the uterus is

incapable of the physiological processes of conception

and gestation. Further consequences, too, are apt to

follow, such as prolapsus, chronic congestion, and
chronic metritis.

Diagnosis.—There is usually bearing down, and a

sense of fulness and weight on the pelvis. On exami-

nation, the fundus is felt large and flabby, and the os

and cervix are the same, and lower down than usual.

Shooting pains are experienced at the lower part of the

abdomen and back, and also down the thighs. Menor-

rhagia may occur. Pain in defsecation is common, and

sometimes there is an almost unceasing sanguineous

discharge.

536. Treatment.—Leeching and fomentations at an

early stage; but we don’t think there is much good

got from these. We must see and not deplete much.
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for many of these cases are associated with scrofula,

anaemia, and debility. Some good is done by giving

a small dose of hydr. cum creta and comp, ipecac,

powder—two grains of the first, and four of the second
—twice a-day, watcliing the physiological effects of the

mercury, and stopping at slight tenderness of the

gums. Scanzoni is fond of the cold douche to the

uterus, and we believe it to be very beneficial. If the

case gets chronic, the following mixture should be
given;—Potassii iodid., grains, 36; potass, bromid.,

6 drachms
;
ferri ammon.-cit., 3 drachms. Mix. A table-

spoonful twice a-day to begin with. This mixture is

alterative, calmative, and a chalybeate tonic, and does

an immense deal of good. There is an injection we
have employed, and, we think, with decided benefit,

to the interior of the uterus—viz., acid, tannic., 2

drachms
;
iodum, 5 grains ;

potass.
,
bromid. half-an-ounce

;

water, a pint. This is applied with an elastic tube

inserted into the os, the woman being in the semi-erect-

or better, the erect position, so as to avert the risk of

flooding the oviducts. Although we beheve, with

Barnes, that the interior of the uterus tolerates pretty

strong fluids better than was at one time thought (in-

deed, we have injected them into its cavity before Dr
Barnes’ paper on the use of the perchloride appeared),

still we are of the belief that the less flooding of the

Fallopian tubes with pungent or acrid fluid the better.

Dr Matthews Duncan has reported cases where there

was preternatural patency and dilatation of these

tubes
;

therefore we ought to be careful not to em-

ploy force with our injections, but to throw the fluid

in gently, the woman not bemg on her back, but raised,

as before noticed. Of course we keep clear of a men-
stiaial period. Pessaries of iod. plumb., tannin, &c.,

may also be used.

What of Krcjot here 2 This drug is of very gi’eat

service, especially where there are almost continuous

oozings from the uterus. Even in a flabby, non-gravid

2n
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uterus like this, it induces contraction, and thus con-

serves blood and husbands strength. The loss of blood
in such cases retards and thwarts restoration. While
giving ergot to save blood, then, we also keep plying
the woman with the lighter forms of iron (hrst the

ammonio-citrate, then the liq. pernitrate), in order to

hasten the production of new blood, nourishing diet,

some good wine, and change of air. Salt-water and
.sitz-baths are also useful. If she has money to over-

flow, let her to Kissingen or Kreuznach go. Some
highly-useful information may be got on the enlarge-

ments of the uterus from Scanzoni’s able work, “ Die
Chronische Metritis,” and from the admirable wiitings

of Becquerel, and Bennet and Tilt. Sir James Simp-
son has also treated of the subject in his usual able

manner.

537. Super-Involution— Excessive Involution.

—

Wliile we have cases where involution proceeds slowly,

or is arrested, there are others where the process is car-

ried on with preternatural celerity. Sir James Simp-
son and Dr Montgomery have called attention to these.

Chlorotic and ansemic females are most prone to it.

Our own belief in reference to these cases is tliis :—In
many of them there was an abnormally small uterus

before conception. We have metAvith such, and where
there was some disorder of menstruation and a reduced

uterine cavity. In such instances, then, the super-

involution is nothing more than the retiirn of the

uterus to its wonted diminutive size.

Symptoms.—Amenorrhcea, and sometimes pain in

the lower part of the uterus. One’s susjDicions are

aroused when, after the cessation of lactation, the

menses do not appear. On examination, the cavity of

the uterus is found shortened to two inches or so. The
organ is a little harder, and the os and vaginal j^art of

cervix smaller.

Treatment.—Sii’ James Simpson suggested the intro-

duction of a pessary into the uterus, with the view of
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stimulating to enlargement. He used with much suc-

cess, at least in the virgin uterus (abnormally small),

the galvanic pessary. We have had little experience
of this plan in the virgin, but in the manded woman
we have adopted it,-—not, however, with very gi-eat

success. It is one thing for the uteiaxs to enlarge in

the presence of a living child, which can only be de-

veloped, and grow, if the former does the same—which
cannot be nourished without the vessels, &c., of the

Avomb growing gi’eatly; but quite another for it to

develop in presence of a bit of inanimate matter. We
have obtained much benefit in the amemia of involu-

tion (or, may we not say as well, the involution of the

amemic state 1) from the use of the chalybeate tonics,

carried on for a long time, and occasional doses of the

tincture of cantharides. Friction, and inunction of

strong camphor ointment over the ovaries, with change
of air and general hygienic measimes, also do good.

538. Irritable Uterus.—The uterus is sometimes

the seat of intense pain, although no disease can be

detected
;
and this peculiarity Avas termed by Gooch

“ irritable uterus.” There are very different opinions

held by authors in regard to the real nature of the

disorder, some holding it to be a neuralgia, others

maintaining that the pain alxvays indicates either ii*-

flammatory action or some flexion of the uterus, such

as retroflexion. Dr Tilt views it as a neuralgia due to

a “ morbidly inclined nervous system,” and he says

that any irritation of the uterus or ovaries Avill, in such

circumstances, set up the pain. Dr Graily Hewit says

that “ irritable utei’us” is just aggravated retroflexion.

Dr Tyler Smith belicA^es that tlie condition to which

this term is applied is a hysterical neuralgia or hyper-

ai.sthesia of the uterus, and that it may be associated

Avith uterine lesions of diverse kinds, or with none at

all. Our oAvn belief is this, that there is a neuralgia

of the uterus Avithout any appreciable lesion of the

organ, whether strictured cervix, ulceration of the os,
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congestion, metritis, flexion, or version. Only in some
of these cases there will be found ovarian ii’ritatiou,

and an ovary, perhaps (usually the left), lying low
in the pelvis.

539. Symptoms.—Intense pain in the organ, with
tenderness, aggravated on pressure. Movement of a
slight kind intensifies it, and there are frequent ex-

acei’bations from time to time. At the menstrual

period especially, the pain and tenderness are much en-

hanced.

Treatment.—Of course if it is associated with any
form of uterine affection, that must be combated. If a

pure neuralgia, use the warm hip-bath, impregnated

largely (if the woman can afford it) with camphor and
bromide of potassium. Give internally an anodyne,

such as the following:—Potass, bromid., 6 drachms;
tinct. cannab. ind., tinct. hyoscyam., of each, 2 ch’achms;

infus. lupuli, to 6 ounces. Mix. A tablespoonful a

dose. This mixture will alleviate the intolerable pain

somewhat, and heljD to allay ovarian ii-ritation. If it

does not succeed in mitigating it, recourse must be had
to opiates, but as far as possible avoid them. Thuisy-

grain doses of the bromide of potassium may be given,

apart from this mixture, twice a-day, as an ovax’ian

calmative, if we may so speak. Quinine should not

be lost sight of here; it has an unchallengeable reputa-

tion in the neuralgias. Vichy and Wiesbaden may aid

a little.
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CHAPTER LXI.

HYDRAMNIOS : DROPSY OF THE OVUM : HYDROMETRA.

540. This is an excessive secretion of liquor amnii,

ilistencling the uterus to a gi-eat extent. It is, as

pointed out by Kilian (“ Die Geburtslehre,” ii. band,

p. 456), freqently co-existent with twin gestation. Dr
M'Lintock (“ Clinical Memoirs on Diseases of Women,”
1863, p. 376) has also testified to its proneness during

plural pregnancy. Numerous instances are recorded,

also showing its co-existence mth the anencephalous

monster and Avith spina bifida. We have found the

same to exist in some cases of hydrocephalus. In these,

enormous quantities of fluid came away, and we were

almost certain that there would be something morbid

on encountering the cataclysm of amniotic liquor.

Causes.—Disease of the amnion. There is an inti-

mate relation between this and disease of the cerebro-

spinal system of the foetus. It has been noticed that

jolting in springless vehicles, and other rough kinds of

locomotion, have preceded the affection. We believe

that concussion in strumous females has much to do

with its production.

Symptoms.—This condition has been mistaken for

ascites and ovarian disease. The abdomen swells to an

enormous extent in some instances, causing pain fi-om

the pressure, and the weight of the distended uterus on

contiguous parts. There may be no oedema of the legs

or face, but there is a pinched, haggard, and anxious

expression of the latter in many cases
;
that is to say,

the peculiar facial features of the gi-avid state are much
exaggerated. There is usually great discomfort from

the extreme tension and the squeezing of the neigh-

bouring viscera, and spurious pains are set up. Careful



550 PUERPERAL AND OTHER DISEASES.

auscultation sometimes fails to elicit any foetal cardiac

sounds, and even palpation of a thorough character may
fail to detect any portion of the foetus. In our own cases,

however, we have been able to make out the sounds of

the foetal heart, either over the abdomen or by vaginal

auscultation
;
and by making the female change her

position for a short time to that on the abdomen, or

partly on the abdomen, at the same time supporting

her, we have been able to discover some part of the

child. Usually, on introducing the finger into the os,

we are able to detect the membranes. It is necessary

to be particular here, for (as has happened even in a

distended bladder) some women have been tapped, and
others on the eve of it, by the surgeon, who imagined
he was dealing with an ascites. Before resorting to

this proceeding, we would not fail to exhaust every-

thing likely to throw light on the subject. In addition

to the foregoing signs, we would master the jirevious

histoiy
;
we would interrogate the woman when she

ceased to menstruate
;
about morning sickness, &c.

;

and if, and when, she perceived foetal movement
;
also,

whether she had been exposed to any rough, jolting

locomotion. It has been found that in dropsy of the

ovum, with excessive accumulation of fluid, the uterine

walls become attenuated, and are prone to rupture.

This was shown by Dr Thomas Keith, as we have pi’e-

viously observed. We had nearly forgot to say that

the woman, soon after delivery, sometimes experiences

inten.se rigors, just like a seizure of ague.

541. Treatment.—When the distension is great,

and quite intolerable, we must rupture the sac, and

permit the evacuation of the fluid; seeing that the

nurse has cleared out the nearest stoneware shop of

its wash-hand basins beforehand, and brought them to

the bedside,—either that or a washing-tub
;
or accept

the alternative of the woman’s bed being so thoroughly

drenched, that it will not dry again all the remaining

period of the puerperal state
;
and therefore probably
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perpetuate the rigors, which are a not uncommon
accompaniment of the dropsy. When delivery is ter-

minated, secure efficient uterine contraction. Some-
times this will not naturally come here, owing to the

extreme stretching of the muscular fibres
;

if not, then
use friction

;
gras

2
) the uterus over the j)art of insertion

of the oviducts
;
and if that won’t do, spare not the

great oxytoxic, ergot. There is hardly a uterus under
the sun, we should imagine, that won’t be thus made
to contract. See that the ergot is f)UPe and fresh, for

as counterfeit corns and characters are by no means a

rarity, so neither is indiflerent ergot. The good article,

however, com^^els almost certain submission
;
the uterus

crouches under it (if we may so speak), just as the serf

does under the lash of his taskmaster. For the rigors

give hot drinks immediately
;
mere extra-clothing will

hardly subdue them, so severe are they. The following

di'aught will also helji much:— ether, nit., a

drachm; liq. moiqffi. hyd., 10 minims; tinct. cardam.

CO., a drachm
;

water, an ounce. Mix. Take the

whole. This is a potent diaphoretic while under the

blanket. The binder shoidd be applied with extra

care, adjusted daily for a while, aiid worn some time

longer. Nutritious food, and some wine, should be

given at an earlier period. A long course of iron,

chemical food, or cod-liver oil, should be adojhed, in

order, if possible, to j^revent a recurrence of the affec-

tion at a future joregnancy ;
and should the female

become again joregnant, all violent exercise on her ^Jart

should be scru
2
)ulously avoided during gestation.

Tliere is an excellent paper on this subject, by

Fi’ofessor Alex. Simijson, m the “ Ed. Med. Jouru.”

for Aju’il, 18G5.

542. .Physometra.—This is an accumulation of flatus

in the uterine cavity : it is not a very common dis-

order.

Causes.—Some authors believed that the lining

membrane of the uterus secreted gas under morbid
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conditions, but this opinion is not now nauch enter-

tained. The true cause seems to be the decomposition
of a portion of placenta, or foetus, or mole, retained in

utero. Air enters by the os, and the retained portions

decompose and evolve gas. The os then closes, or is

plugged by mucus or other secretion, and thus the

flatus gets pent up.

Diagnosis .—Resonance on percussion, and on push-

ing up the distended uterus by the finger in the vagina,

it will be found extremely light. On inserting a long

elastic tube, gas will escape. Sometimes gas escapes

by the vagina, but Dr Harley has pointed out that this

is often only from the vagina. By spasmodic alternate

contraction and relaxation of the abdominal recti

muscles, the air is drawn into the vagina. When air

issues from the vaginal canal, then, we are not to con-

clude that it has escaped from the utenis, unless we
have the distension of that organ, and resonance, &c.

Treatment .—Introduce a long elastic tube cautiously

through the os, which, if necessary, might be previously

dilated with a tangle tent
;
and when the gas is eva-

cuated, use daily for some time a tepid injection into the

uterus of the following :—Potass, permang., 4 grains

;

acid, carbolic, 4 minims
;
water, a jDint. Mix. Do not

neglect the precautions previously given as to uterine

injections.
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CHAPTER LXII.

PREGNANCY COMPLICATED WITH ZYMOTIC DISEASE ;

SCARLATINA, SMALL POX.

543. There is a pretty wide belief amongst obstetric

authors that pregnancy and zymotic diseases do not

consort well together; that, in point of fact, they ai’e

pretty much incompatible. They ai-e believed not only

prone to abbreviate the term of gestation, but to

tlrreaten the existence of the mother. For example.

Dewees was wont to say, “ The woman who has scar-

latina in her lying-in dies.” This is, perhaps, i-ather

too sweeping a statement; but, undoubtedly, the con-

dition of the system during pregnancy renders the

poison of scarlatina peculiarly fatal in some way or

other. Women have succumbed within 24 hours in

some cases; at other times, however, recovery has

taken place. We are always very glad to find, when a

woman is confined during the presence of this disease

in her dwelling, that she has passed through the malady

previously. We have notes of two cases in our ovm
practice where the women were seized during preg-

nancy. In one, the seizure occurred about the 5th

month, and led to abortion three days after the appear-

ance of the eruption. The woman recovered slowly.

It was a mild attack. In the other, the disease appeared

at the end of the 7th month, and led to pi-emature

labour, also, on the third day, the infant surviving,

and being apparently free from fever. The mother

died the day after delivery, with delirium, rapid pulse

(140), and suppression of the lochia.

544. Pregnancy with Small-Pox.—When small-

pox, whether natural or modified, invades the preg-

nant woman, she frequently aborts, and occasionally
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dies. Tlie unmodified (which, of course, is now rare)

is much more certain to procure miscarriage, and more
likely to occasion death. If it be a case of modified

variola, and abortion does not happen, then aU the

more felicitous is it
;
she has a fair chance to recover.

If abortion sets in, or (being seized at the natural ter-

mination of pregnancy) labour at the full time, then is

she encircled with greater dangers
j
for uterine hsemox’-

rhage is a common concomitant
;
and metritis, or phle-

bitis, are apt to follow. Some females suffering from
chronic amenorrhoea, on being attacked with small-pox,

are cured of this disorder
;
but it is from the little rivu-

let (where drowning is hai’dly possible) to the deep

sea
;
in other words, a serious menorrhagia is induced.

But although abortion does happen, it is by no means
generally fatal to the mother. On the contrary, nume-
rous cases are on record where she got on quite well.

We think much depends on the period. If she is near

the end of pregnancy, then there will be more danger.

545. How does the Small-Pox Poison Operate 1

—

Probably, in part, by affecting the lower jiortion of the

medulla spinalis, as ergot does, and thus exciting uterine

contraction, and in part by interfering with nutrition.

The toxaemias are all prone to excite uterine contrac-

tion through the medulla. Brown-Sequard proved this

in regard to carbonic acid; and we observe the same in

cases of asphyxia, especially those which are acute.

Influence of Small-Pox on the Foetus.^—The foetus

is afiected subsequent to the mother, not synchronous

with her. The period is about eight days after the

maternal invasion. It sucks up the zymoticpoison—that

is to say, it receives it thi’ough the membrane by which

it is nourished and aerated—after its parent has mani-

fested the disease. If abortion occurs during the eruji-

tive fever of the mother, then the child will be found

toj have no eniption, this coming on later. In chil-

dren born thus, vaccination will not succeed. Some
children have been born with the eniption on them.
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and others -with the evidences of it in pitting. We
have met -with two cases of small-pox during jiregnancy.

Both were mochfied. In one, the woman was seized at

the 5th month and recovered, the child going to the
full time. This child showed no signs of having had
the disease, and vaccination was quite successful at the
3rd month. In the second case, the woman had an
attack at the 7th month and aborted, the child being
born alive, but dying from the disease a week after.

The mother recovered.

546. Should Pregnant Women be Re-Vaccinated 1

—Yes. We observe that L)r Meigs, in his excellent

work (“ Science and Art of Midwifery,” 5th ed., p. 501),
makes the following observation;—“ Never vaccinate

a pregnant woman, or one recently confined.” Had he
simply deprecated vaccination in the recently confined,

we should have heartily concurred with him, but when
he forbids it during gestation, we no longer agree. There
are numerous cases testifying to her greater safety with

modified variola than with the pure disease. Curiousl}',

wliile we wi-ite, the “Lancet” (March 4, 1871) has

come into our hands, and in it some editorial remarks

on tills very subject. They hold the view we are

advocating, and say, “ We have ourselves tested the

effect of perfect and severe vaccinia in pregnancy with

satisfactory results.” Then they say that during the

jiresent epidemic in London and elsewhere, re-vaccina-

tion has been extensively practised in the pregnant

woman, and that Mr Ceely, and Dr Seaton, President

of the Epidemiological Society, both entirely approve

of it.

The Child.—Children have been bom dm-ing the

pi’esent epidemic in London (“ Lancet,” March 4, 1871,

p. 327) with the small-pox eruption on them, the

mother, the while, having escaped. This fact is

strongly in favour of vaccination. In speaking of the

way in which the poison operated, we omitted to state

that, wliile this went to the medidla, like ergot and
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carbonic acid, in some cases it induced abortion by-

invading the child, and killing it.

Should New-Born Infants he Vaccinated ?—When a
great epidemic rages and ravages, the infant ought to

have the protection of vaccination. It has often been
done, -without any- bad results, in children from one to

seven days old. It appears to take very readily, in-

deed, at this early period.

CHAPTER LXIII.

TETANUS IN THE PUERPERAL STATE.

547. We must still subscribe to the statement made
many years ago by Dr Robert Reid (“Nature and
Treatment of Tetanus,” p. 52), “that injuries of internal

organs do not appear to have much tendency to pro-

duce tetanus.” Among these organs the uterus is not

an exception, for in thousands of instances it has been
lacerated and irritated -without giving rise to the

affection. The home journals and the Continental

Jahrebucher may be scanned for long periods without

meeting with a puerperal case
;
and when one is dis-

covered, it is usually found to have followed an abor-

tion, an operation for dilating the os, or the removal

of a tumour, rather than a labour at the full term of

gestation. Wlien a case at the full period is reported

at a society, it is usually welcomed with interest and

wonder
;
and there are not awanting those who enter-

tain a mixture of misgiving and doubts as to its reality,

so seldom does the complication appear. As pointed

out by Sir James Simpson, in the 2nd vol. of his

“ Obstet. Works,” p. 49, the terrible affection usually

sets in as “a secondary obstetrical disease,” in the same
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way as its advent occurs in connection with surgical

maladies. There are not a few cases on record where
the chsease supeiwened on abortions. Several of these

are reported in Sir James Simpson’s Works. Dr
^TGregor, now of Penrith, reported a fatal case in the
“ Ed. Med. Joui’n.,” July, 1864. The disease set in

seven days after an aboidion at the 3rd month, and
proved fatal in a day or two. Ihey are terribly fatal,

as a rule. The most recent case that we ai’e aware of,

reported as happening after a labour at the full time,

occurred in the practice of our friend. Dr Craig, of this

city. Dr C. has given an excellent account of it in the
“ EcUnb. Med. Journ.” for July, 1870. The woman
was delivered by a midwife of a strong healthy boy on
the 27th October, and nine days afterwards she was
seized with tetanic spasm. We shall insert a great

part of the doctor’s account of the case, as the complica-

tion is so very rare. He says :

—

“ On the evening of Wednesday, 27th October,

shortly before midnight, I was I’equested to come im-

mediately to see her, and in five minutes afterwards I

was at her bedside.
“ On entering her bedroom, I learned that several

hom’s preriously she had been defivered of a strong

healthy boy, a woman having acted as accoucheur. The
placenta was still retained, although the nurse had

made several unsuccessful attempts to remove it. This

midwife was very averse to a medical man being called

in, and only^consented after repeated attempts to remove

the placenta had failed.

“ I found the patient very weak, chiefly from

hjemon-hage. The uterus was flabby and uncontracted.

Having caused the uterus to contract by external

manipulation over the abdomen, I very soon was

enabled to remove the placenta, being careful at the

same time to remove all clots from the vagina. I found,

however, a large amount of coagulated blood in the

bed beside the patient.
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“ By the time the placenta was removed the patient

was very faint, and I accordingly administered a little

stimnlant, and she soon revived. The patient passed

a good night, and told me next day that she had slept

well, and never was better after any iirevious confine-

ment. For more than a week she appeared to be
making a fiiir recovery. The secretion of milk was
very copious

;
and on Thursday, 4th November, eight

days after her confinement, the jiatient was so well that

she insisted on getting up out of bed, but as her pulse

was fully 80 per minute, I refused to allow her. Her
pulse since her confinement had generally kept above

80, and sometimes was as high as 100 per minute.

548. “ The high jnilse was suggestive of mischief,

but as her appetite was good, and the secretion of milk
abundant, I hoped that no bad results would follow.

“ On the morning of Friday, 5th November, whilst

she was at breakfast, she suddenly felt something wrong
wth her throat when swallowing some tea. She told

me of this when I saw her in the course of the forenoon,

but I thought she had caught cold, and told her to wrap
her neck in flannel, and at the same time gave her ten

grains of the comjiound powder of ipecacuanha.
“ On the afternoon of the same day I was sent for,

as she was worse
;
but being professionally engaged

elsewhere at the time, it was several hours before I

could see the patient. Meanwhile, another medical

man was called in to see her, who ordered a mustard

poultice to be applied to the throat. I saw her in the

course of the evening, and found that the mustai’d

ordered by my brother practitioner had produced no

benefit. I found, moreover, that now she had great

pain and difiiculty both in opening her mouth and
in swallowing. Her own idea was that the ‘ jiap of

her throat' (uvula) had fallen down, and that if I

could only lift it uji she would be all riglit. Of com-se

I knew she was mistaken, but I mention the fact to

describe the patient’s own feelings at the time. She
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could not open her mouth sufficiently to allow me to

see as far back as the uvula, and she had very great
difficulty in swallowing. On external manipulation,
however, no pain was elicted, showing the absence of
inflammatory action

;
in fact, she experienced pain only

when trying to open her mouth or when swallowing.
“ Although at this time there was a certain amount

of trismus, I could not bring my mind to the conclusion

that it was a case of tetanus. Her bowels being some-
what constipated, I ordered her some opening medicine.

Hoping it was only a spasm of the muscles, produced
by cold, I ordered hot poultices of bran and chamomile
flowers, along with hot fomentations of the same. All

these were applied most faithfully and efiectixally

during the whole night.
“ Next morning (Saturday, 6th), between 6 and 7

o’clock A.M., I was sent for, as she was no better but
worae, the poultices and hot fomentations, although

constantly applied all night, having produced no change

for the better.

“ I may here mention, that the patient was fully

comunced that something was sticking in her throat,

and she wished me to cut in and see what was wrong,

and rectify matters. Such was her feeling.

“ It was agreed by the husband and myself to call

in another doctor in consultation. I accordingly went
dii’ect to Dr Patrick Heron Watson, who kindly came
and saw the patient with me. She could still swallow,

blit with very great cUfficulty, and Dr Watson was
unable to see the back part of her mouth, owing to the

rigidity of the masseter and temporal muscles. The
pulse was about 130 or 140 per minute.

“ After a careful examination of the patient, Dr
Watson gave it as his opinion that it was a true case

of tetanus. At his suggestion I ordered tincture of

Indian hemp, 25 minims to begin wth, and 10 minims

every hour afterwards
;
also to continue the poultices

and hot fomentations. The medicine I gave the pre-
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vious evening not having acted sufficiently, I ordered
a turpentine enema to be given. This had the desired

effect of thoroughly clearing out the bowels. The feces

had a most offensive smell.

“ Notwithstanding all our treatment, the patient

got rapidly worse
;
and after she was unable to swallow,

I ordered nutrient injections per rectum, and even gave
the tincture of Indian hemp in the same way.

“ About mid-day on Saturday, in addition to well-

marked ti’ismus, there was added opisthotonos, the

longitudinal muscles at the back of the neck being the

muscles chiefly affected. They were in a state of tonic

spasm. I ordered the hot fomentations and poultices to

be applied to the back of the neck also. All our treat-

ment, however, jiroved unavailing, for the disease, which
was now well-marked, made rapid progress. She died on
Sunday moi-ning, the disease having lasted 40 hours.”

549. Causes.—We can only conjecture as to these.

Probably the generation of a blood-poison from a com-
bination of elements existing in the air, and others at

the seat of the uterine wound. There can be little

doubt that many poisons or medicines, existing and
yet unknown to us, may possess the power of occasion-

ing a super-excited condition of the reflex spinal system.

We all know the effect of strychnia, and many of us

have witnessed local tetanus of the uterus, produced

by over much ergot. In some of the puerperal cases

there was jirofuse flooding beforehand, and we know
that this has a tendency to pave the way, at least, for

clonic spasms, which are, however, more amenable to

treatment than the form we are considering. Cold

seems to predispose to the disorder, and although the

disease is rather more prevalent in warm countries

than in this higher latitude, the majority of the cases

have happened in winter.

Treatment.—We have little of an assuring kind to say

here, for treatment has hitherto been very unsuccessful.

The malady has proved very fatal. Ice may be applied
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to tlie spine, and doses of chloral hjnlrate given occa-

sionally. Various other drugs have been tried from
time to time, such as Indian hemp, belladonna, chloro-

form, the Calabar bean, and the nitrite of amyl. In
regard to the Calabar bean, it may be given in the form
of tincture (prepared by dissolving 15 grains of the

officinal extract in 10 drachms of rectified sj^mit), 15
minim doses every hoiu’, and watching its effects.

Woorali has been tried also, but Avith mdifferent suc-

cess. It is injected subcutaneously in very small doses,

such as from l-20th to 1-lOth of a grain. The nitrite

of amyl, we think, might be tried Avith better ])rospect

of success. It is given by inhalation, 4 to 6 drops on
a handkerchief, and repeated.

CHAPTER LXIV.

AilENORRIKEA.

550. It is common to divide this disorder into three

varieties, viz.—(1.) Whei-e the menstrual fluid has

never been secreted. (2.) Where it is secreted, but

retained. (3.) Where it has been secreted and carried

on normally for a time, but has afterwards become

suppi’essed.

Causes.—Emansio mensium.—These are numerous.

Various local and constitutional affections interfere Avith

the advent and appearance of the first menstrual dis-

charge. In some girls the sexual poAver is developed

sloAvly, and they are late in evincing the signs of

Avomanhood, just as some plants and trees are later

than others in bearing frait. There may be no disease

in such cases, only tardy development of the natural

function. The existence of tubercle in some part, more

]xirticularly the lungs, is a frequent cause of the affec-
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tion. There are few of us who have not witnessed
such cases, which are fiimiliarly known by the name
of tubercular, or phthisical amenorrhoea. Chlorosis

and leucocythemia are also unfavourable to its appear-

ance. Various diseases occurring about the period of

the normal advent of the secretion, such as scarlatina,

small-pox, &c., check it. Cretinism is also a cause. In
other cases, emansio mensium is the result of disease

of the ovai’ies, imperfect ovulation, absence of Graafian

vesicles, absence of the ovaries, or imperfectly developed

uterus. The os or cervix may be occluded, even the

uterus itself may be awanting. Further, the cause

may be in the vagina
;

it may be imperfectly formed,

or closed by adhesion. Lastly, an imperforate hymen
is a frequent cause.

Suppressio Mensium.—A suppression of the dis-

charge after it has been established may be due to a

variety of causes, some of wliich are included in the

foregoing. Sudden and severe chills, cold or wet feet,

emotions, such as disappointment, anger, or fear, in-

vasion of disease, such as fever, <fec., may stop it sud-

denly. A sea voyage has been known to stop it, and
migration from an inland residence to the sea-side,

though only for a sojourn of a month or two. Then
there is a more gradual and tardy suppression due to

the setting in of debility, whether from hajmorrhage

or organic disease. Chronic discharges, extensive

ulceration, anaemia, tubercle, may all conduce to this.

Plethora, and excessive intercourse
;
sedentary life on

the one hand, or luxurious and indolent habits on the

other, are also factors. Then we may have an attack

of ovarian disease.

551. Symptoms.—In emansio mensium, where this

is due to the absence of the ovaries, there may be little

in the way of symptom. The female may be ju’etty

strong and well, and there will be no attempt at men-
struation at all. In other cases, where there is no

congenital deficiency suspected, yet where the discharge
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does not appear, there are a variety of distressing

sjTnptoms. If the girl be plethoric, there will be
febrile symptoms, a corded pnlse, flushed face, sense of
fulness about the head, and throbbing headache. In
the ansemic girl these febrile manifestations are awant-
ing, but she shares with her more plethoiic sister

the otlier troublesome si^ns. These are :—Feeling of

weight at the lower part of the abdomen and back
every month

j
back pain

;
shooting pains down tlie

thighs, and over the ovaries
;
weaiisomeness, yawning,

sighing. Sometimes there are hysterical seizures, ac-

companied with dyspnoea, consti[)ation, incontinence

of urine. Pale-coloured blood may be coughed uji, or

come away with the sputum
j
or it may assume the

form of an epistaxis, a haematemesis, or a melajna.

Pains in the side or between the shoulders, intoler-

ance of light and of noise, anorexia, dyspepsia, and
general malaise, are also common. These various symp-
toms—the menstrual molimen—may, persist and ap-

pear, month after month, for a long period, until the

function is established, or the hapless giid sinks into

a state of in'etrievable debility. It will be our duty,

however, to strive hard to avert such a catastroplie

—

to aid nature as far as we are able in the production of

the needed reproductive force.

In those cases where there is organic obstruction to

the outflow of the menses, the discharge has accumu-

lated in numerous cases to sucli an extent as to simulate

pregnancy.

552. Treatment.—In retention from obstruction, of

course surgical treatment is demanded. The hymen
has often to be cut through. The v^aginal walls may
have to be foi'cibly separated, or by means of the knife.

The os and cervix may have to be tunnelled with a

pointed probe or trocar. But j)revious to operative

])rocedure, it is undei’stood that the physician has previ-

ously tried all the other means, medical and hygienic,

before resorting to it
;
that is to say, we do not rush
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with indecent haste to the exploration of a young girl’s

vagina simply because she suffers from amenoiThoea.
No, cases of obsti-uction, of occlusion, are exceptional,

and we attend first to the state of the general health,

trying all those means and measures we are about to

name before resorting to that extreme. Heaven rescue

us from precipitancy here ! Where the emansio men-
sium depends on an “ infantile uterus,” that is, one
where the uterus is smaller and shorter than usual, the

galvanic pessary originated by Sir James Simpson is

often of much service. It should be introduced very
cautiously, and when in (like a ticket-of-leave man)
vigilantly watched. The reason for this careful super-

vision is, that it may get displaced, and perforate the

uterine parietes. It is not many weeks since we heard
of one doing this, and of another beiog swallowed by
the uterus (part of it at least), and occupying a long

time in its extraction. The female then would not

need to move about much while under its galvano-

irritant influence and spell.

553. Faradisation, employed for weeks, has acliieved

good in some hands, but we think, in such cases, it is

not equal to the jiessary. Ouromi idea of the jiessary

is, that it acts chiefly by instating and setting up con-

gestion, just as a foreign body does in any other part.

It will even induce a ^scharge in an ansemic gii’l
;
but

then, on its disuse, the amenorrhcea prevails again, her

system being permeated only wdth hydroemic blood,

and consequently lacking, as she does, the fit material

wherewith to maintain the monthly “ show.” We have

seen it induce, at one time, a colourless serosity
;

at

another, a leucorrhcoal discharge
;
but unless we are

able also to restore the girl’s blood to the normal

standard, tliis discharge will recede, and, indeed, it is

of little use wliile it lasts. We believe it to be often

merely from the cervix, and not from the cavity of the

uterus
;
tlierefore, it is no fit indication of reproductive

capability, of a healthier state of the ovaries, of sound
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iind efficient Graafian vesicles, and normal oinilation.

jMarriage has undoubtedly achieved wondrous results,

even in cases of protracted emansio viemium. The
])ale, pasty-looking, blanched, hysterically breathless,

and languid girl has been by it transformed into a

ruddy, active, vigorous, animated, and cheerful woman.
The potent spell of some famed enchanter would seem
to have passed over her, impelling her into a novel and
more vigorous existence. It is not easy to divine how
this gi’eat change is effected

;
but it would seem as if

the sperm cells had the power, not only of fecundating

healthy germ cells, but also of amending defective ones,

of rousing, in short, to healthy ovulation.

554. Medicines, (kc .—What have we in the physic

way of service in emansio mensium 1 Much, indeed.

If the woman is plethoric, purge her well wth the

salines, such as sulphate of magnesia, or with cathartics,

such as jalap
;
with a little aloes and podophyllin, to

unload the liver. The liver often requires a frequent

filip, and these wdll give it well
;
but a change may be

had occasionally to blue pill, I’hubarb, or taraxacum.

Sluggish bowel, or hybernating liver (if we may use

the term), should be almost ruthlessly combated here,

for they help to maintain a plethoric amenorrhcea. The
woman may also have hot hip-baths often and sedu-

lously, at the time of the molimen

;

and it may be

necessary to leech her vaginal ceiwix. Under these

means the function is often established.

In ansemia and the diathetic state, scrofula, with

deficiency of the red corpuscles, the femiginous pre-

parations still stand uni-ivalled. There may be a

question as to the modus operandi, but there is none

as to the good achieved. Quesneville’s view, that the

iron combines with the blood-discs, and that the blood,

after receiving it, absorbs more oxygen (just as it does

when we give the potass, chlor., and other alkaline

salts), may, or may not, be open to doubt
;
but doubt

lias no place with respect to the benefit which the iron
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confers here. It is to Ije given regularly for a number
of weeks

;
longer than the “ trois semaines ou un mois"

prescribed by the French lady Bourgeois 250 years

ago—for 8, 10, 12 weeks, if need be. It is good to

stop at the end of a month for a few days, and begin
again.

555. What is the best Preparation of Iron here ?—
This depends ou the stomach of the girl. If there is

much gastric imtation, if a tendency to vomit even
light food, then the lightest preparation of iron is best.

That is the ammonio-citrate. Stronger preparations

ai’e the sulphate, the tinct. perchlorid. and the liquor,

pernit. The saccharated carbonate and the hydrated
peroxide are also useful preparations. Quevenne’s
jmlv. ferri, prepared by passing a current of hydi’ogen

over peroxide of iron, heated to redness, is one of the

best preparations. Given soon after a meal, it causes

no uneasiness or pain in the stomach, and in course of

time greatly improves the blood. There is a favourite

Edinburgh pill, the aloes and iron one. We have two
opinions about it. (1.) We have no doubt of its

triumphs in anaemic amenorrhoea
;
and (2.) We believe

that these would have been much gi-eater had the u-on

been kept apart from the aloes. Two good fellows they

are, but better (like near relations) when disjoined and
apart. And for this reason : we give iron that it may
act on the blood. Well, if we associate it with a drastic

cathartic it will be carried off too quickly by the

bowels, and the increased peristaltic action of the gut

will interfere with its absorption. We don’t give a

purgative along with quinine
;

it is too valuable to be

thus thrown away. Then we give opium along with

calomel, to prevent it being carried off too rapidly. In

like manner, if we wish the full benefit of the ii’on, we
will give the preparation pui-e and simple. Never ally

a good di’ug with another, unless it enliances its action

or countervails an evil connected with it. In amenor-

rhcea, then, tlie aperient, or the cholagogue, which are
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often indispensable, should be given at a separate time.

The rule may be thus expressed ;—Never give the

metal until the bowels fairly settle. If this is kept
in mind, faster will the ansemia go, and speedier will

come the menstnial flow. Biotic force will be acliieved,

and trust in iron not deceived.

556. The Best Cathartics and Aperients.—We
have found a j^ill such as tlie following very service-

able :—Aloes socot., one grain
;
camphor, half-a-grain

;

myrrh, one grain and a-half
;
ext. hyoscyam., two and

a-half grains : mix. One every night, if there is much
sluggishness of bowel. If it purges too strongly, which
seldom hapjjens, a day or two may be missed. Bhubarb
Ls another excellent aperient here.

Diet and Exercise, &c.—A good deal of out-door

exercise is reqmsite—walking at one time, riding on
hoi’seback at another. The food should consist of the

more easily digested meats—cliicken, game, and occa-

sionally roast meat. Cocoa is better than tea, but

a good and unadulterated light wine is better than

either. Claret is very suitable—a glass or two of

it in water after a meal. Bismuth and ice are useful

for allaying gastric irritation. Enemata of warm water

thrown up the vagina every night are also helpful.

If change of climate have suppressed the discharge,

a return to the wonted home may do good
;
and if

sedentary pursuits be the evil factor, then these ought

to be abandoned for a more active life.

Apiol.—There is another medicine to which we will

refer as having done good in amenorrlima, when
plethora does not exist, and when the anaemic condition

has been improved. That is apiol, or the active prin-

ciple of parsley. When the flow does not appear after

iron and other means have been used for a time, this

drug has been found to restore tlie menses. Dr
Marrotte, of the Hospital La Pitie, introduced it fii'st,

and found it successful
;
and Dr Corlieu also obtained

good results from it. These he published in the
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Gazette des Hdpitaux, Paris, 1864. He considers it an
unrivalled emmenagogue in those cases where the dis-

charge has become suppressed, not owing to disease,

but change of living, or climate, or pursuit, accompanied
with nervous weakness. In those cases, too, where a

sudden chill, or damp, or wet feet has repelled it

somewhat suddenly. The apiol is put up in capsules,

one of which is given evening and morning for some
time.

CHAPTER LXV.

DYSMENORRHCEA.

557. There is often considerable difficulty and jiain

connected with the performance of the menstrual func-

tion, and sometimes there is less success in the dealing

with such cases than with those where the discharge is

absent. Painful menstruation is usually divided into

four species:— (1.) The membranous. (2.) The neural-

gic. (3.) The inflammatory. (4.) The mechanical.

There is difficulty and suffering with aU of these, but

the causes are different, and hence the different

designations. As pain occurs in those cases where the

canal of the cervix is not constricted, as well as in

those where there is mechanical obstruction, no little

discussion and diversity as to the source of the pain

has thereupon arisen.

(1.) Membranous Dysmenorrheea.—In this species

there is a membrane discharged from the uterus
;
the

“membranous body” of Morgagni, who was amongst
the first to describe it.

Nature of the Memhra/ne .—About the nature of this

membrane discharged by the uterus there has been

some conflict of opinion, just as difference marked the
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views entertained respecting tlie nature of the decidual

membrane. Authors at one time lield tliat it was just

coagulable lymph, moiUded to the shape of the internal

uterine sui’face
;
but Su’ James Simpson and Dr Oldham

adopted a different view, viz., that this membrane was
just the superficial layer of the lining membrane of the

uterus itself. This membrane becomes hypertrophied,

and then exfoliates or sheds; and if it is examined under
the microscope, it is foimd to be marked by the parti-

cular epithelium and mucous crypts or follicles of the

uterine mucous membrane. When we meet with
membrane coming away by the vagina, we are not

necessarily to infer that it is uterine. Dr Farre and
others have shown that the vagma exfoliates its lining

membrane as well as the uterus, complete casts some-

times coming away. Although we have classed this

form separately, we must observe that this membrane
may be thi’own off either in the neuralgic or inflamma-
tory variety. In short, the neuralgic, as well as the

latter, may also be membranous. The pain is iisually

severe, and of a character similar to that descilbed in

the other forms.

558.
(
2 .) Neuralgic Dysmenorrhcea.—This form of

dy.smenon'hcea occurs usually in females who have not

begun to menstruate until somewhat late, say, from 20
to 30 years. The pain, which is severe, begins a day
or two before anything appears, continues to get wmi-se

when the flow is going on, and does not subside until

it ceases. It is at times the very refinement of agony,

and the woman writhes and wriggles under it, and is

glad to seek alleviation from anodynes. The pain is

not confined to the uterus, but radiates from it to

every point of the compass, and concentrates largely in

the ovarian region. Reflex pains are experienced in

very remote parts. The ]:)ain will sometimes moderate
a little, but this is just the hai’binger of a more severe

paroxysm. Gastric irritation and vomiting are often

excited, and a variety of hysterical phenomena. In
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married ladies tliis form of dysmenon-hcea renders
sexual intercourse very painful. It is almost intoler-

able
;
and in most cases the usually extreme agony of

parturition is greatly enhanced. Dr "West, in his

excellent work (p. 69), has pointed out that this form
sometimes sets in in cases where menstruation has for

long been comparatively healthy and painless, the cause

being either cold or some inflammatory seizure of the

uterus after delivery. We have met with this often,

and are inclined to thmk that in some of the cases a

certain amount of flexion had to do with it. Some of

these neuralgic cases are associated with the rheumatic

and gouty diathesis.

559.
(
3 .) Congestive and Inflammatory Dysmenor-

rhcea.—This form occurs in plethoric females, both in

virgins and married women. Febrile symptoms, with

a throbbing headaclie, intolerance of light, and rigors,

frequently hei’ald the discharge. Before this appears,

there is intense pain in the back, darting pains up
towards the ovaries and down the thighs, and some-

times delirium and hysterical symptoms. The appeai’-

ance of the menses, contrary to what obtains in the

neuralgic form, leads to a diminution of the pain.

The bleeding would seem to be the cause of the

mitigation of the suffering, and the relief obtained is

in the ratio of the amount lost. At least, when a good

deal comes away the alleviation is greatest
;
while, on

the other hand, pain is prolonged by a scanty flow.

When membrane drags its slow length out of the

uterine cavity (as it does in some of these cases,

as well as in the neuralgic form), the pain is aggra-

vated, partly by mechanical initation, and paiiily by
plugging, and the impeding of the free exit of the

secretion.

560. (4.) Mechanical or Obstructive Dysmenor-
rhcea.—We have no doubt whatever that this is a

very prevalent variety, judging from oui' own experience

and that of others. The causes are numerous. Some-
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times it depends on a bending of the uterus—a retro-

flexion, for example—at other times from a constriction

of the os, external or internal, or of the cervix,

congenital, or the result of inflammation and ulceration.

One occasionally meets •with an os and cervix so

naiTOwed that a small probe "will not pass
;
at other

times, -with a flexion at the internal os equally

obstructiv'e. Hypertrophy of the cervix may lead to

a narro-wing of the canal
;

and polypi and fibrous

tumours, though usually occasioning increased patency,

sometimes cause obstruction. The “ infantile ” uterus

has usually a naiTowed canal, and the cervix may be

convulsively contracted, according to Scanzoni. The pain

attending this is just much the same as in the previous

varieties, and depends partly on how much of interfei’-

ence there is with the outflow of the menses. In some
instances little comes away—just some small and
imperfectly formed coagula.

561. Question of the Cause of Pain in Dysmenor-
rhcea.—Before statmg the treatment of this troublesome

disorder, we shall notice the question as to the cause of

the pain. There is much contrariety of view here
;
in

fact, there are two opposing camps
;
one liolding that

the pain is due to the obstruction, and the consequent

impediment offered to the free egress of the menses

;

the other stoutly maintaining it to be of a purely

neuralgic character. This conflict need not be matter

of surprise to us, because we find that intense pain

characterises cases with normal patency of the canal, as

well as those where there is obstruction. We have not

the shadow of a doubt but that, just as stricture of the

urethra occasions painful micturition, so a strictured

os and cervix will occasion painful menstruation. The
uterus gets distended, and nerves are pressed ujjon, and

cause pain. It is also excited to gi'eater and more pain-

ful contraction. In all the cases of flexion which we
have met with, the pain was more severe than where it

was of ordinary patency. There is another fact worthy
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of notice, viz., that where the os and cervix are flabby

and pretematm’ally open, as in some cases of menor-
rhagia, the pain is either absent or a minimum.

562. Scanzoni lias ^lointed out how pain may be occa-

sioned in some of these cases of dysmenorrhcea. Speak-
ing of tlie nervous form, he says “that the abnonnal
nervous irritation of the uterus may give rise to reflex

movements of the organ, and to a convulsive contraction

of the cavity of the cervix. Hence the escape of the

blood, whicli, is already effused is impeded by an obstacle

which imtates in its turn the motor nerves of the body
and fundus of the uterus, and thus provokes painful

contractions. This is what to us appears particulaiiy to

take place in cases where, after intense expulsive
2
)ains,

lasting, perhaps, several hours, the patients suddenly

eject a considerable quantity of blood, partly fluid and
partly coagulated, and find instantaneous relief.” Quite

true
;
we have all observed this aggravated jiain when

the discharge was impeded, and its palliation, or disap-

pearance even, when the ^lent-uji discharge bursts forth.

Dr Marion Sims, in his “Clinical Notes on Uterine

Surgery,” lays stress on the meclianical cause of the

pain
;
and Dr Graily Hewitt, in his work on “ Diseases

of Women,” article “ Dysmenorrhcea,” sujjjiorts the

same doctrine
;
as likewise Dr Greenhalgh.

In neuralgic dysmenorrhcea we believe, with Tyler

Smith, that the pain is greatly ovarian
;
at the same

time there is pain in the uterus also.

563. The conclusions which we have come to in

reference to the pain of this disorder and its causes,

an-ived at from what we have witnessed, and from other

data, are as follow:— (1.) Pain is often the result

merely of the increased vascularity of the lining mem-
brane of the uterus at the menstrual period. (2.) It

is aggi’avated in females marked by a morbid state of

the nervous system, amounting then to a severe neu-

ralgia. (3.) Blood must come away, and as the more
freely it escapes in non-neuralgic cases the less likeli-
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hood there is of pain, so obstruction aggravates the

sufiering by impeding tliis flow. (4.) The greater the

obstruction, the more mtense is the pain as a rule.

(5.) Obstruction (short, that is to say, of course, of

occlusion) does not always cause pain; and although

in some instances it is not clear how this should be, in

others it appears to be due to the small amount of

blood secreted, and to the gi’adual nature of it, permit-

ting of its escape witliout distension or ijressure. (G.)

Pain of a sevei’e character occasionally co-exists with a

pretty wide and unobstructed os and cervix
;
and when

this is the case, it is o^ving either to neuralgia or to an
extensive and rapid secretion occasioning distension.

(7.) Pain of an intense character often exists witli a

patent enough os and cervix, and a natural and unim-
peded flow, due to the congestion of the ovaries in the

process of ovulation.

564. Treatment.—In noticing the treatment, we
shall begin with those forms where no operative inter-

ference is requu’ed. In the plethoric female—the

inflammatory form—saHne purgatives are to be given

;

and a little blood may be drawn from the cervix by
leeching or scarification. Tliis latter is best. After

scarifying, some warm water shoifld be thrown up the

vagina to encom’age the bleeding for a little. In ex-

treme cases the loins may be cupped. Constipation

should be avoided, and to this end a pill, such as the

following, should be frequently had recourse to :

—

Hych'. subchlorid., a grain
;
resin of podopliyllin,

grain
;
aloes soc., a grain

;
ext. liyoscyam., 2| grains.

Mix. That may be repeated as often as necessary, and
it will give an excellent impulse to, and improve the

secretions of, ^the liver and intestines. The female

should avoid all stimulating diet, take plenty of active

exercise, and thus endeavour to subdue tlio plethoric

state. The whole indication here, then, is to keep down
local and general fulness, uterme and systemic plethora.

In antemic or chlorotic females wc must endeavour
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to improve the general health, by the employment of

those means and measures treated of when speaking of

amenorrhcea, such as iron, change of air, &c.

In the neuralgic form, hygienic measures should also

be adojited in order to strengthen the woman, and a
course of quinine and iron given. The bromide of potas-

sium is excellent when the pain is greatly ovarian. It

can be given contemporaneously with the tonic, though
at a separate hour of the day. Give the tonic forenoon

and afternoon, and the bromide morning and evening.

It may be necessary in some instances to leech or cup
over the ovaries, but not in amemic cases.

5G5. In the rheumatic and gouty variety we must
combat these diathetic states by the most approved
remedies. We know nothing better yet than colchicum

for the one, and alkalies, along with an infusion of

guaiacum (and sulphur baths), for the other. Blistering

like Davis, when needs be. These ai'e some of the

means to be adopted during the interval, but what
liave we to offer on the eve of, and during, the painful

menstrual flow?

Measures and Remedies on the Eve of the Flow.

—

These are rest and warmth, hot liip-bath, and vaginal

injections of warm Avater with infusion of hyoscyamus

or belladonna, or a little of the ext. or decoct, papav.

Opium liniment may be applied over the ovaries and
the sacrum, with warm fomentations afterwards. Sup-

])ositories of morphia, or pessaries of belladonna, atro-

j)ine, opium, or conium, are also useful. Apiol, as

noticed in amenorrhcea, is useful here. It promotes

the flow, and thus does good in those cases where relief

awaits on the free exit of the menses. We have found

benefit from the following mixture in some cases :

—

Tinct. cantharid., a drachm; tinct. camphor comp.,

half-an-ounce
;

tinct. cannab. Ind., a drachm and a-

half; infus. guaiac., to 6 ounces: mix. A table-spoon-

ful twice a-day
;
to be carried on for six days or so.

Some think there is vh’tue in guaiacum in the mem-
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branoiis form; Dewees has miich faith in it. It may
be given in the form of powder, or ammoniated tinc-

ture, twice a-day.

Remedies during the Flow.—Patients often flee in

their agony to “ benumbing opium as their only cure
”

or relief from the sntiermg. Although it is better to

avoid it, it has often to be given. Great relief is expe-

rienced by a suppository of morphia or opium, the

nerves of the affected part being best reached in this

way. A draught such as the following soothes, and
does not arrest, the flow :—Tiiict. lupuli, a drachm

;

tinct. belladonnje, 5 minims; tinct. camph. co., a

drachm; aq. camphor, an ounce: mix. We have
known some practitiouei-s giving the Indian hemp

;
but

this, while soothing, is objectionable here, inasmuch as

it tends to arrest the secretion. It is better adapted

for menorrhagia. Subcutaneous injection of morphia
by the method of Dr Alex. Wood (who has earned

more just fame by this than if he had invented a pes-

sary) is of excellent service in severe cases.

566. Operative or Mechanical Treatment .—The me-

chanical treatment of dysmenorrhoea differs, because

the conditions are many-complexioned. There can be

no useful routine here, as in ague or gout. In one

case, as we have seen, there may be an extreme flexion;

in another, mere constriction; in a third, distortion

from hypertrophy. The uterus, too, may be bound

down by adhesions of longer or shorter duration. The

first thing to do is to ascertain as correctly as possible

the condition of the uterus, and also of its appendages;

but this is often a delicate matter. Organic lesions

may be present, and results of metritis and peritonitis,

which may not be betrayed by adhesions. When these

latter exist, as often happens in prolonged cases of

flexion, the risks of operative interference are enhanced,

and the prospect of a favourable result is anything but

cheering. A congested uterus, or one indurated from

chronic metritis, demands preliminary treatment, such
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as will relieve fulness and tendeniess, and dimini sli

hardness and hypertrophy. Nothing softens better

than a course of iodid. potass, internally, -with pessaries

of iodine and belladonna, and vaginal injections of -warm
water. The cervix may be painted from time to time
with tinct. cantharid., or tinct. iodi. A careful course

of the hydrarg. corrosiv. sub., one-sixteenth grain in a
drachm of tinct. cinchon. daily, on to tenderness of

gum, then stopping, and resuming again in a week or

two, does marked good in numerous instances. Con-
temporary with this potent preparation of mercury
(which, by the way, the student should see is not

allowed to drain away by the bowels), deobstment pes-

saries may be introduced, such as iodid. plumb., iodine,

iodid. potass., hydr., &c. Leeching may also help

much. Wlien your material is thus carefully pre-

pared, that is to say, when the uterus by these deob-

struent and antiphlogistic measures is relieved of its

congested and indurated state, then may operative

means be resorted to with greater safety and promise

of success. Wliat are these means? We may sum
them up by saying, the dilating method, and the cut-

ting plan—the bougie or tent, and the metrotome.

567. It was the late Dr Mackintosh, of Edinbiu'gh,

who fir.st proposed dilatation by bougies for tliis iiui--

pose. Tliis was about fifty years ago. Bougies, we
believe, have often done good, but there is often a dif-

ficulty in getting them introduced, and especially

guided past the internal os, whose normally very nar-

row condition, as pointed out by Dr Heniy Bennet

(see “ Inflammation of Uterus,” 4th ed., p. 3), is still

more strictured by spasm in some cases. The best plan,

in our estimation, is, to have a series of tangle tents,

introducing a larger one every successive time, and

getting it beyond the internal os. Tliey are allowed to

remain in 6 to 8 hours. If irritation is set up, we
will have to desist for a time, but then the cervix

speedily contracts again. We have, however, seen
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much good done by these, even when there did not
seem to have been much, if any, permanent dilatation,

chiefly, we think, by softening the cervix, and making
it more yielding. Metallic bougies may be used, but
with these there is not the gradual expansion obtained

by the laminaria tents. There are numerous cervical

dilators, such as Marion Sims’, Priestly’s, and others;

but while they do good in some cases, they are likely

to fail where there is much induration of the cervix.

In our ojiinion, the great thing is to obtain dilatation

of the internal os. The introduction occasionally of

the uterine soimd, some days previous to the menstrual

discharge, is frequently beneficial. Sponge tents when
well made are serviceable, but not equal to tangle.

I7either of the kinds of tents will go in unless small

and firm at the point, and often they will stop at the

internal os. One advantage of the tangle over the

sponge is, that it is fii’m and expands equally, while the

sponge tent does not. We have seen the sponge expand

well in every part save the one desired
;

it failed to

overcome the constricted joart. Marion Sims, an almost

\mrivailed oracle on this as on other uterine subjects, has

abandoned the sponge tents for purjioses of dilatation.

Evils of the Plan of Dilatation.—There are un-

doubtedly risks in connection with the method of open-

ing up the os and cervix. Some women tolerate tents

as badly as those men who are almost “polished ofi'”

by a single introduction of the catheter. Poigors super-

vene, and sometimes intense fever, metro-peritonitis,

or celluhtis. Marion Sims had a case of this kind in

1859, and he resolved to abandon the method forever,

and go in for the cutting operation. But while these

evils will accrue even in selected cases, and with the

iitmost care, at times, in other instances not a single

bad result follows. Another drawback of the bougie

or tent plan of dilatation is this, that contraction back

to the old dimension often takes place, inducing the old

dysmenoiThoeal symptoms.
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568. Metrotome, or Operation by Incision.—There
are numerous surgeons who now prefer incising to

dilating, 'by means of the metrotome cach6, of which
various modifications of Su’ James Simpson’s ori-

ginal one are now made. The late distinguished

Baronet ratlier preferred cutting to the process of dila-

tation, and as previously stated, Marion Sims, a justly

high authority liere, strenuously advocates it. As
there are not a few authors who believe cutting to be
dangerous (even more so than dilatation), we shall

give Marion Sims’ opinion of its safety in his own
words. He says (“Lancet,” March 4, 1865):—“Dr
Emmet and myself, at the Woman’s Hospital and in

private practice, have cut open the os more than 500
times; and I now remember but a single instance in

which it was followed by inflammatory symptoms, and
this resulted in pelvic cellulitis and abscess. This

single case was badly chosen, for it turned out that

she had had a jielvic abscess before.” That is certainly

brUliant success, and fitted to stamp it as almost harm-
less. After this, any author who may discuss the

question of the safety or not of the operation will

simply be doing a piece of superfluous work, as much
out of place as sawing the air or fighting a shadow.

The splendid ovariotomy of Keith and Wells does not

:ome up to this mark
;
yet no one now questions the

propriety of the operation. The harmlessness of the

procedure (that is, when skilfully done) being con-

ceded, there remains to be considered the best method
of operating. There may be room for debate here, and
yet not much

;
for shall we not do right if we follow

those whose practice has been one long and unbroken
list of successes 1 Sir James Simpson operated thus :

—

He placed the patient on the left side, and pushed up
the fundus with the finger if it was anteverted. He
then introduced the metrotome as far as the internal

os, sprung the blade, and then withdrew it. It was
then reintroduced, with the blade looking to the other
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side, and discharged in the same manner
;
thus effect-

ing a bilateral incision. Hsemorrhage, if any (and
there is often a good deal), was checked by the perchlo-

ride of iron, apjjlied with a camel’s-hair brush. Dr
Greenhalgh originated a double-bladed uterotome, a
veiy ingenious instrument

;
and by it a bilateral cut

is secured at once, and without the necessity of reintro-

duction. We agree with Marion Sims that this method
of operating is objectionable in this respect, that you
cannot tell precisely what you are incising. The
metrotome, for instance, is introduced to the inteimal

os, and then the incision is made
;
but who can tell

how far that cut may or may not extend

f

569. Dr Marion Sims cuts the vaginal cervix, first

on one side and then on the other, right up to where
the vagina joins, with a pair of curved scissors, and
with the cervix hooked down, and through the specu-

lum he sees what he is doing. He then, with a little

razor-bladed knife (probe-pointed) extends this incision

carefully on each side. This is an excellent method.

We mean the cutting, in the first place, the vaginal

portion of the cervix with scissors. Often when you

do this you can get your finger in and dilate the in-

ternal os with it. We have used our finger daily in

this way, after cutting with the scissors
;

at other

times we have employed tangle tent. We think

dilatation after thus cutting is less Irartful, and pro-

bably owing to the depletion involved in incising.

There is a pretty general impression abroad that the

incising of the internal os is attended with risk. We
think the belief has been fed and maintained by the

method of cutting from within outwards (in the dark),

and consequently going too deep. If we adopt the

plan of Sims—viz., cutting through the external os,

and I’emainder of the vaginal cervix, with sti’ong curved

scissors, and then dividing the rest cautiously up to the

cavity of the uteini.s—we shall occasion little if any evil

result. But we recommend cautious dilatation with the
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finger or tents in the first place, after the use of the
scissors.

570. Evils of Incision.—These have been little when
the thing has been well done. Htemorrhage has been
the chief drawback

;
but then the perchlorid. ferri and

rest have rendered it nugatory. Dr Sims applies it to

the wound with a bit of cotton, and presses it up into

the cervix with a sponge probang. Rest in the recum-
bent position for a day or two is recommended, in

order to discourage bleeding. A vaginal tampon of

cotton, saturated in glycerine, is placed over the other

dressing
;
this induces a watery discharge from the

vagina, which Dr Sims deems beneficial in the way of

draining oft' exudations from the decomposing blood

in the original dressing. This vaginal tampon is to be

removed, and renewed daily until the suppurating pro-

cess tlirows oft’ the dressing from tlie cervical wound.
We are of opinion that this mode of treating the wound
is often unnecessary. Painting on a little of the liquor,

ferri pernit. is often quite sufficient
;
but there is

another jilan that may be tried. After incising, check

any bleeding that may arise by means of small sponges

dipped in iced water. Under this it will frequently

be found to stop. Then put in a vaginal tampon of

carbolized cotton or tenax.

Causes of Failure.—The cicati-ization of the wound
in numerous instances induces contraction to near,

if not entirely, the former constricted state. After

operating, it may freely admit a finger up to the in-

ternal os, yet in a few weeks resist a No. 4 bougie.

Where there has been much previous induration of the

cervix, this is likely to happen. Some pass the sound

occasionally, after the fourth day or so
;

othei’S use a

bougie. We think a small tangle tent the best, but

only a very small one to begin with
;
one that, when

fully expanded, will only keep the canal open to the

extent produced by the incisions. The woman should

rest Avhen it is in, and the medical attendant should
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return in six hours to see that no pain lias been set up
by it. We repeat here, what we have before said, that

a tent after incision is much better borne than when
it is pushed into the narrowed canal of a rigid and un-
yielding cervix, chronically indurated by the deposit

of white fibrous tissue. There it Avill often set up
intense pain and fever, the culmination mayhap being

a metro-peritonitis or a pelvic abscess.

571. I)r Greenhalgh’s intra-uterine stem is often

very serviceable. In cases where there is much flexion,

Dr Graily Hewitt uses a conical, bulbed, ebony stem,

supported by a ring-pessary, as previously noticed. In
cases of ante-flexion, with not only the fundus bent

over in front, but the os pointing in the axis of the

vagina, and the vaginal portion of the cervix elongated,

Marion Sims cuts the posterior portion of the cervix,

instead of the lateral, first with the scissors, and then

with the knife, as before. This takes away the preter-

natural curvature of the canal, and permits both a more
ready outflow of discharge and ingress of spermatozoa.

In this operation it is necessary to be careful, so as not

to cut into Douglas’s space.

CHAPTER LXVI.

MENORRHAGIA : JIETRORRIIAGIA.

572. Excessive Menstruation is a disorder very

frequently met with in practice, and one worthy of

careful attention, because, if permitted to go ou un-

checked, it may speedily sajj the foundation of the

vital powers. In amenorrhoea there may be much bad

health, and in dysmenoirhoca much suffering
;
but here

there is a draining away of the life’s blood, not seldom

to fatal depletion. Women, we know, bear the loss of
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blood uncommonly well for three decades
;

still exces-

sive draining induces debility and other concomitants
no less distressing, even when it does not kill.

Causes.—These are well divided into the local and
the general, or constitutional. Local causes are, various

affections of the uterus, such as a granular condition of

its mucous membrane, polypi, fibrous tumours, chronic

inflammation, ulceration, carcinoma and epithelioma;

then various displacements—versions and flexions,

and especially inversion. The presence of a foreign

body in the uterus, such as a blood-clot or the debris

of an ovum, may also occasion it. Some of these afiec-

tions excite an over-abundant discharge, not only at

tlie monthly period, but during the interval
;
and often

at the former peiiod the flooding marking the inter-

vals in such cases is fearfully augmented. Congestion

of the uterine appendages and ulti’a-excitement of the

ovaries, due perhaps to over-much sexual intercourse,

are also causes. The general causes are numerous also

:

A hydrjemic state of the blood
;
prolonged nursing

;

the haemorrhagic diathesis; depression of spirits; chronic

hepatic, cardiac, pulmonary and renal disease. Bright’s

disease—albuminuria—by altering the blood, produces

it; and diseases such as small-pox, scarlatina, and con-

tinued fever have been known to herald profuse flood-

ing—inwomen, too, previously suffering from deficiency.

We noticed under ameuorrhoea that change of climate

sometimes aiTested menstruation; it has been observed

that, in many cases, it has the precisely reverse effect

of augmenting the flow. Paul finst called attention

to the fact (“ Archiv. Gen. de Med.,” 1860) that lead-

poisoning is a frequent source of abortion, and this has

been confirmed by many since, including the authm-.

In such cases also it excites to menorrhagia, probably

by altering the condition of the blood, and secondarily

of the ovaries and the uterus.

573. Treatment.-—^There are various remedies for

excessive menstruation. In some cases the treatment



MENORRHAGIA. 583

may be only local, in others general, and in others a
combination of both. If there is a iibrons srowtli

(mtramterine), it nnist be removed, and the same with
the polypi. In carcinoma we can do little

;
in epithe-

lioma, if seen early enough, we can try removal with
the knife or ecraseur

;
and in ulceration we may a]>ply

the solid caustic. In climatic flooding we urge the

patient back to the old home; and in ovarian cases we
ad\dse continence and moderation. In constitutional

diseases we must treat the jiarticular malady in the

most approved manner
;
in ansemia there is the iron

and hygienic measures
;
in lead-poisoning tliere is the

iodid. potass., baths, &c., and so on.

Treatment by Astringents.—These are internal and
local. The first include ice, tinct. ferri, perchlor. liquor.,

ferri pernit., matico, rhatany, tannic and gallic acid,

cannab. indica, ergot, &c. By internal astringents we
do some little good at times in the way of moderating

the discharge; and then those of them such as the pre-

parations of iron prove beneficial also by improving

the character of the blood
;
but w*e secure our object

much more efficiently, as a mle, by the topical use of

styptics.

57 4. Dr Barnes has a high opinion of iron (a solu-

tion of the perchloride, formerly noticed), and has ob-

tained excellent residts from it
;
but many fear, justly

or imjustly, to throw iridtating injections into the

womb. There are two risks, not to be despised in con-

nection with these :—(1.) You may force the fluid up

the Fallopian tubes, and thus kindle mischief; and (2.)

you may, if n\uch force be used, split the mucous mem-
brane, and invade the circulation by them. In the

one case we might enkindle a fatal peritonitis
;
in the

other, occasion a lamentably sudden death. We are

more in favour of the insertion of inti-a-uterine solid

styptics, and some of these we shall notice. First, there

is solid nitrate of silver. This was a favourite with

the late Sir James Simpson. A small portion, about
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half the diameter of the ordinary stick of lunar caustic,

is inserted by a long tube, about the dimensions of the
ordinary sound, into the interior of the uterus. Other
astringents may be similarly lodged in the uterine

cavity, such as alum, sulphate of zinc, the persulphate

of iron in powder, finely-powdered extract of logwood,

or a small tent of cotton steeped in the liq. ferri per-

chlor. We would recommend, then, the employment
of the solid astringents to begin with, as safer than in-

jections, and as often perfectly successful where the

flooding is not due to intra-uterine growths. Were
one or other of these remedies ineffectual, we would
plug the os and cervix uteri, as recommended by Dr
Bennet.

CHAPTER LXVII.

LEUCORRHCEA ; FLUOR ALDUS : UTERINE CATARRH.

575. This consists of an increase of the natural dis-

charge from the mucous membrane of the cervix uteri

and the vulvo-vaginal glands. A common term is the
“ whites.” It is a disorder of very gr-eat prevalence,

and the practitioner will meet with it fifty times for

once that he will encounter a carcinoma of the uterus

or a retroversion during pregnancy. Some writers do

not deem it a disease, but view it as only an augmen-
tation of a natural secretion, and indicative of other

pathological conditions.

There is a want of unanimity in regard to the

source of the discharge (often exceedingly jirofuse and
purulent) in leucorrhcea

;
that is to say, whether the

body of the uterus furnishes part of the supply, or

whether it is the cervix chiefly that is concerned. Dr
Tyler Smith, who has witten ably on this subject
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(“ The Pathology and Treatment of Leucorrhcca
London, Churchill, 1855), is of opinion that the glan-

dular apparatus of the cervix, so ably treated of by
himself and by Dr Hassal (see vol. xxxv. of the “Lend,
hied. Chiinrg. Trans.”), is the principal area involved

;

but othei-s include tlie mucous membrane of the body
of the uterus, and also of the vagina. Doubtless, as

shown by Dr Smith, the glands of the cervix are ex-

ceedingly numerous, and probably, therefore, play a
very important part

;
but we must not conclude that

the amount furnished higher up is altogether insignifi-

cant in quantity. There are some facts which rather

lead us to an opposite conclusion. For example, a

muco-purulent discharge is often copiously poured out

from the cavity of the body of the uterus after the ces-

sation of the coloured lochial discharge. (2.) During
menstruation, mucus and epithelium are largely mixed
with the sanguineous discharge, and both precede and
follow it in many cases. At this period the mucus
cannot come from the cervix, because its vast and
intricate glandular ap])aratus is supposed to be inactive

and quiescent at that time. Moreover, on examining

a uterus after death, the mucus and epithelium have

been detected on the membrane of the cavity. (3.) In

cases of inversion, the same secretion has been wit-

nessed in the same part of the uterus.

The Fallopian tubes are believed by some authors,

such as Hennig, to contribute some of the secretion

at times. They are liable to morbid dilatation and

catarrh, during which muco-piirulent discharge is j)ro-

duced.

As regards the vagina, its lining membi'ane is be-

strewed with numerous follicles, which secrete a muciis

of a somewhat different and variegated character. Its

secretion, as we before noticed, Ls acid; and Donne, on

examining it by the micro.scope, found animalcules

(trichomonata) interspersed throughout it in considei--

able numbers. Scanzoni is of opinion that the.se exist
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only when a morbid alteration has taken place. Doubt
less, when such a condition exists, we have it contri-

buting to the leucorrhoeal flow.

In connection with this subject, we may note that

children have soriietimes a white discharge of the same
nature, which often rather surprises theii’ parents.

576. Causes.—As in menorrhagia, so here we divide

the causes into the local and the general, or constitu-

tional.

(1.) Constitutional.—We find some females of a

plethoric habit prone to this excessive discharge. In
these the flow does not seem to put them about in the

slightest
;
on the contrary, it appears to be a relief

—

a safety-valve—to their system. They have overloaded

vessels, and this is a sort of welcome and useful deple-

tion. While plethora conduces to it, the somewhat
opposite condition, anajmia, also favoui’s its production.

Here there is a deficiency of red corpuscles, an increase

of the white cells, and a watery (hydrsemic) state of the

blood. This condition co-exists with, or occasions, a

weakened and perverted state of the glandular .system,

and hence the abnormal discharge. Leucoi-rhoea is also

a companion, if not a concomitant, of menorrhagia.

In this latter there is atony of the vessels of the uterus,

and hence we have an explanation of the other dis-

charge. Frequent child-bearing, by debilitating the

system generally, and impairing the tone of the uterus,

also promotes this disorder. It has been noticed that

residence in low-lying, damp, marshy districts pre-

disposes to it. Prolonged nursing, phthisis, cardiac

disease (valvular), frequent abortion, syphilis, and ex-

cessive connection, tend to favour and maintain it.

The use of strong cathartics and emmenagogues may
also be named.

577. (2.) Local Causes.—The local causes are diverse

and plentiful. We can do little more than enumerate

them. They are :—Congestion of the Fallopian tubes

and of the uterus
;
inflammation and ulceration of the
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cervix
;

intra-utei’ine gi-owtlis, such as polypi and
tibrous tumours

;
induration and liypertrophy of tlie

iiterus, and cancer and corroding ulcer of the same.
The different displacements of the uterus, versions,

flexions, prolapsus, and inversion, are also causes.

Vaginal rectocele and cystocele, and laceration of the

perineum, also predispose to it. The irritation caused
by mastiu’bation and too frequent sexual intercourse,

as well as by the lodgement of various hard pessaries

in the vagina, is a frequent source of the flow. The
same is true of ii’ritation of the neighbouring canal,

the rectum, by the location of worms, indurated fteces,

hffimon'hoids, fistula, fissure, and cancer. Irritation

of the bladder by stone, &c., as well as of the meatus
by the little painful vascular tumour occasionally met
mth, also predisposes to the affection. Some of the

most obstinate cases are due to the small vesicular

uterine polypi.

Diagnosis.—We know it by the white or yellowish-

white discharge coming away, and, on examining by

the touch and speculum, finding no marked uterine

disease present. From gonorrhcea it is sometimes not

easily distingiiished, only in this contagious affection

the discharge is usually more puiailent and darker in

colour, and there is more vaginal heat and pain. There

is more pain also dui-ing intercourse, and on passing

water.

578. Symptoms.—There is an acute form (but it is

not often met with) where there is a good deal of utero-

vaginal heat and pain, weight in the pelvis, dragging

pains in the loins, down the thighs, and over the

sacnim
;
and there may be frequent desii-e to pass

water, and difficulty in making it.

The usual form met -with, however, is the chronic,

and here we have often few symptoms of any impor-

tance at all. Back pain—sacro-coxal, and sometimes

extending up the back—is common, with down-bearing

at times, and a little heat and itching of the genitals.
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The woman is often languid, looks pale and haggard,
and there is a dusky circle around the eyes. Headache,
vertigo, palpitation, and fainting are not uncommon
in severe cases.

Treatment.—In the acute cases, leech or scarify the
uterus, and then throw into the vagina injections of

warm water. Give a saline purgative, and afterwards

insert into the rectum suppositories of morphia. There
is a caution to be noted with respect to the little local

bleeding. Don’t employ it within a week of the men-
strual ])eriod, in case of repelling that flow. For vesical

irritation, give some hyoscyamus, camphor, and buchu,
or pareira, by the mouth, and inject into the bladder

^ grain of morph, hydrochlor., in mucilage. An opium
or belladonna pessary in the vagina will also soothe

a little.

As regards the ordinary chronic form, the treatment
is different. We must keep the constitutional state in

view. Is there a phthisis, a cardiac affection, ansema,

the syphilitic taint, &c. % If so, we must first grapple

with these maladies in the most approved and efficient

manner. Have we any drugs that act as tonics (either

direct or indirect) to the uterus? We think so, and
that guaiacum, in particular, is one of them. Give the

powder in 1 5-grain doses, along with 5 grains of ergot,

twice a-day. This will soon tell favourably. Balsam
of copaiba confers speedy benefit, but it is apt to cause

nausea, and pain and irritation of the stomach and
intestines, and it has a vile odour, and occasions an

equally bad eructation. Cubebs is less offensive, but

hardly so effectual. Buchu, uvse ursi, Canada balsam,

and tincture of benzoin help a good deal. Mastiche,

like Napoleon the Third, has now got into disrepute.

The various preparations of hron are, of course, essential

in anaemia
;
but in plethora we must ply the saline

cathartics, and enjoin moderate diet and hard work.

Tincture of cantharides is also of considerable ser-

vice.
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579. But while internal remedies are to bo carried

on, of equal importance are the various local applica-

tions. It is common to use injections of oak-bark
infusion, sulphates of alum and iron, logwood, sulphate

of zinc, acetate of lead, nitrate of silver, matico, catechu,

tannin, &c. Well, these are all of service where the

discharge is chiefly from the vagina, b\it in uterine

leueorrhcea (whether cervical or from the body and
fundus), it is obvious that they can be of little avail,

for they do not reach the part. To be of service, we
must get them applied within the uterus. Injections

of cold water into the vagina do good, although they

do not reach the som’ce and seat of the discharge,

dnectly at least. The cold lessens uterine congestion,

and increases the eontractility of the uterine vessels.

Miich good is often done by change of air, by the

shower-bath and the sitz-bath. Counter-irritation ovei’

the sacrum is also of eminent service. We may effect

this either by cantharides (a blister), or iodine, or croton

oil diluted by 8 parts of olive oil. For the back pain,

an opiiuu plaster may be employed
;

it is more sooth-

ing than belladonna. Pessaries of tannin, gallic acid,

ike., help. Pledgets of lint, dipped in a solution of

permang. potass, and carbolic acid, ai’e also serviceable.

Iodine, given internally and applied over the saciaim,

and, in the form of tincture, to the cervix, has its

panegyrists. Certainly, if we have a chronically hyper-

trophied and indurated utems, it will help to reduce

it. Corrosive sublimate ^vill also be found useful in

these cncumstances. The brondde of potassium should

be kept in mind if there is an ovarian or Fallopian

cause
;
and the condition of the rectum and bladder

should not be overlooked. Flexions and versions must

be rectified if possible. The bowels should be attended

to, and the liver likewise. Keep them moving and

acting normally by means of rheum and taraxacum.

580. If the discharge were due to poly|)i and then

<TOwths, we would not look for amendment until these^ '
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were removed. When the os uteri is studded with
granulations, the application of caustic or dried alum
is beneficial. The acid nitric of mercury is also very
serviceable—topically applied. Care must be taken
so as not to injure the vagina or other parts with it.

Probably the most efi’ectual way to deal with a chronic

leucorrhcea, wliicli we deemed it advisable to cure,

would be this ;—Give ergot and guaiacum internally

(with iron in anaemia), and touch the interior of the

uterus with nitrate of silver. Throw cold water twice

a-day into the vagina, and apply countei’-irritation over

the sacrum. There is one precaution we should have
noted in regard to cauterizing the cervix. First dry
the surface of its lining membrane with lint, if you can
get at it, otherwise the strength of the caustic will be

expended on the secretion.

Are we justified in Curing a Chronic Leucorrhcea 1

—This depends on circumstances. In plethoric women
with engorged vessels, and where the flux was evidently

useful, it would be an error to ax'rest it
;
just as we do

not heal up every ulcer we meet with, or stop every

epistaxis that we may encounter. In amemic, debili-

tated women, with haggard appearance and tendency to

palpitation and syncope, the sooner we lay an embargo
on it the better.

CHAPTER LXVIII.

ON SOME DISEASES WHICH COMPLICATE PREGN.LNCY :

CHOREA, PARALYSIS, ETC.

581. Chorea.—This convulsive affection has occa-

sionally been met with during pregnancy, but the

instances are rare. It usually sets in from six to eight

weeks after concejxtion, and may disappear before the
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termination of pregnancy. The cases reported do not
show that it is a dangerous complication of the gravid

state, although the involuntary movements, often power-
ful, and the ii’ritation on which they depend, may
occasion an abortion. This has been observed in some
of the cases. The contractions—the jerking move-
ments—are usually bilateral, and largely conhned to

the muscles of the face and the upper extremities.

There is often severe headache, a proneness to forget

recent occiuTences, some imperfection of articulation,

and an apprehension of some impending danger.

Causes.—In general there has been a history of

rheumatism, but other cases, where this coiild not be

made out, were conjectured to be due to irritation of

the uterine system. In some instances the attack was
just a repetition of previous seizures occurring in

earlier life, perhaps before j^uberty.

582. Treatment.—Attention should be paid to the

Ijowels
;

they should be kept freely open
;
and the

liver may need a blip from a little podophyllin, the

severity of this drug being moderated by a little hen-

bane or belladomia. Ice to the spine—cervical region

—and dry-cupping, have been found beneficial. Al-

kalies may be given if there is evidence of a rheumatic

diathesis, but arsenic had better be Avithheld. A little

valerianate of zinc may be tried, and other antispas-

modics, such as valerian and assafoetida. If the case

were obstinate, we would vesicate the nape of the neck,

and apply sinapisms in different parts of the body. The
bromide of jjotassium Avill be found to calm irritability

and moderate the severity of the spasms. Were we
to view it, with some of the speculative French writers,

as cerebellai’, Ave Avould administer nerve-tonics, such as

moderate doses of strychnia. The older writers, view-

ing it as based on debility, plied their patients Avith

chalybeates. Are these admissible during pregnancy ?

Many object to them, and vieAv tliem in fact, as

hurtful, and likely to cause abortion and other evils.
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We never saw any harm accrue from the employment
of the lighter preparations of iron during gestation.

583. Ether spray (Richardson) has been aiiplied to

the spine with benefit. It operates in the same way
as the ice-bag of Chapman. Another drug must be
named here, as having apparently been of service

—

viz., the much-run-upon article, chloral. Our not far-

oft' neighbour. Dr CaiTuthers, of Cramond, reported a

successful case in the “Lancet” for April 2nd, of last

year, 1870. We shall reprint part of the doctor’s

account. He says—“The patient was a young grid,

aged 14: years, who has had chorea for fully two years,

cliaracterised in her case by the iiTegular motions of

the disease going on during sleep. She was under my
care at the 6rst accession of the disease, and was
treated by regulation of the bowels, cold douche,

ai-senic, iron, &c. These only alleviated the symp-
toms a little. After this she consulted many eminent
men, but with only partial success. Early in January,
I was summoned to see her during the night, and
found all the irregular and tremulous motions, so

characteristic of the disease, going on
;
and her jrai-ents

told me she had fainted, when they sent for me. I

oi'dered her half-a-drachm of chloral, and in ten minutes

after taking the medicine all the motions ceased. She

slept twelve hours very quietly, and, on awaking, spoke

more distinctly than she had done for some time. By
taking a similar dose for a fortnight, all ii-regular

movements ceased, and she now sleeps quietly, walks

steadily, speaks distinctly, and is only slightly un-

steady when writing. I may mention that the cata-

menia had never appeared in this case. She is con-

tinuing the chloral in eight-grain doses every night,

and, in addition, 3 grains of valerianate of iron twice

a-day, cold douche, and exercise in the open air.”

We can hardly quit this subject without recalling

the useful light thrown on it (more especially on its

connection with rheumatism) by the late able and
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deeply-lamented Dr Begbie, whose too early departure
was widely felt as a heavy loss,—loss, however, not a
little mitigated by the fact tliat in his son, J. Warbiir-
ton Begbie, he has left a worthy successor—one who
has already made a reputation in medicine. The
subject (unconnected with pregnancy) has also been
ably treated of by Bouillaud, Bright, M. See, Walshe,
Copland, and Todd.

584. Intra-TJterine and Infantile Chorea.—We
have not had a case of chorea affecting the mother
duiing pregnancy, but have now seen several cases

where the children were the subjects of it. We are

convinced also that at least one of these suffered from
it in utero

;

for the mother told us that, soon after

quickening, she experienced extraordinary movement,
the child at certain times tumbling and struggling, as

she said, most violently and imbearably. This lady

was a very rheumatic person, and the daughter of a

perfect martyr to it. When the infant was born, the

choraic movements continued, the muscles of the right

side of the face and arm canying on the iiTegular, in-

harmonious, non-co-ordinate contraction. The most
peculiar grimaces were witnessed, and especially during

sleep. We have been the more desirous to place such

cases on record, seeing that they are very I’are. Syden-

ham, who was about the first to pourtray this con-

vulsive disorder properly, Heberden, Cullen, Gregory,

and other mighty departed ones, reckoned the most

common period of its appearance about 10 to 15 years

of age. Bufz, Bdliet, and Barthez, Meigs, Todd,

Hughes, and West, all view the most common time

for its onset as ranging between the second dentition

and the completion of the changes that attend on

puberty. There is a case by M. Constant which

occurred at four months, but hitherto we have heard

little of chorea in the newly-bom. We have been

more deeply impressed than ever in regard to the

belief in the close connection between the malady and

- Q
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rbeimiatism, for without exception these choraic in-

fants were the offspring of rheumatic mothers. We
believe further, that a rheumatic father may also

propagate children liable to St Vitus’ dance, although

we have no facts to support it.

Treatment .
—We administered half-grain doses of

chlorate and bicarbonate of potass twice a-day for a

week or two, and the disorder disappeared entii-ely

wthin the first month in all of the cases.

585. Paralysis dnring Pregnancy and Labour.—
Various forms of paralysis, such as paraplegia, hemi-
plegia, facial paralysis, and amaurosis, precede and
accompany labour at times. Albuminura and uraemia

co-exist as a rule with such cases, and in all proba-

bility help to jiroduce the affection. Some cases of

parajilegia may be due to pressure on the sacral plexus,

ikc. When tliis form of paralysis is thus occasioned,

its production is usually pi'eceded for some time by
cramps in the lower extremities. Cold would appear

to have induced tlie affection in other instances.

Paraplegia: its Influence on Gestation and La-

bour.—Many cases are recorded where this form of

paralysis occurred during jiregnancy, and gradually

passed off after delivery. Labour has also proceeded

pretty well during its ju'esence. An interesting case

was reported by Dr A. Farre, in the “ Cycloped. of Anat.

and Phys.,” article “Uterus,” p. C76 :
—“A woman

was attacked with paraplegia in the 8tli month of

pregnancy. She had neither sensation nor motion in

any part below the umbilicus. No reflex movement
whatever could be produced by tickling the soles of

the feet. The fasces passed involuntarily, and tlie

urine was drawn off daily. About the 9th month, her

medical attendant, when about to pass the catheter,

found a full-grown foetus in the bed, dead. The uteins

was contracted, and the placenta in the vagina.”

Scanzoni reports a case in his “ Lehrbuch der

Geburtshiilfe,” p. 1000. This was a female who con-
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ceived while sufiering from paralysis of the lower
extremities. Pregnancy increased the palsy, but she
went to the full time, and was delivered of a healthy
child.

Unless thei'e be organic disease of the kidneys, &c.,

or embolism, untoward results do not usually come to

pass. Sometimes a permanent lameness is entailed.

586. Hemiplegia.— There are some females who
suffer regularly from attacks of hemiplegia during
gestation, and recover from it again at the termination
of the gi-avid period. We have met with such cases,

and many of them have been reported from time to

time. There is one case in particular which we had
occasion to treat, which occui'red in four successive

pregnancies. The lady recovered well until the last

pregnancy, when she succumbed to cardiac disease, two
days after labour. Labour often progresses satisfac-

torily, the action of the uterus being unimpaired.

Apoplexy, however, may result; or if albuminuria exists,

convulsions may supervene. At times, the paralysis

sets in after a tedious labour or a flooding.

Amaurosis.—This local paralysis has been observed

to occur during pi’egnancy, and both dining and after

labour, in numerous instances. Beer, in his “ Lehre dei-

Augenkrankheiten, ” records the case of a Jewess who,

in her first three pregnancies, grew blind always at the

beginning of pregnancy. She recovered her sight after

deliveiy, until the last time, when jiermanent blindness

.set in. The late Dr H. B. Eastlake, of London,

reported to the Lond. Obstet. Soc. the case of a

female who was amaurotic after labour eight times

in .succession. In this case there was no albuminuria,

and her labours were not difficult or complicated. She

usually recovered her sight from three to five weeks

after labour.

587. We have met with two cases of amaurosis in

our own practice. Tliey both occiirred immediately

after an ordinary labour
;
but both females were deli-
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cate, ansemic, and suffered from albuminuria. One of

them recovered her sight a fortnight after labour, the
other became 23ermanently blind. As regards the causes

of the amaurosis in these cases, some are of oj^inion

that it is due to congestion of the head, arising from
straining, ttc. Oiu- own cases do not suj^iDort this

ojimion, but would rather seem to favour the view of a
deficiency of blood in the ojihthalmic arteries, and conse-

quent inq^airment of the optic discs.

Facial Paralysis.—Numerous cases of this form of

2
)alsy have been reiiorted. It does not interfere with
gestation, and often j:)asses away in a week or two.

Treatment.—In the treatment of these vaiious forms

of pai-alysis we are guided by the causes. It is very
])robable that not a few of them are due to toxemia,
and often that kind indicated by albuminous urine.

If we meet with a grave albuminuria, we must combat
it in an efficient manner, as noticed in a

2
Di’evio\is jiart

of this book. By curing it, or moderating it, we may
avert some of those ]:)alsies to which we have just

refen’ed. It hardly belongs to us to touch on the

various means and remedies to be employed in jiaralysis,

these being am^jly detailed in works on the practice of

medicine.

588. Jaundice.—We have now seen two cases of

this malady occuriing during gestation. These occurred

towards the latter jieriod of pregnancy, and were
jjrobably due to jiressure on the gall duct. In one case

this jiressure was very great, it being a f>lural jn-egnancy,

with a large quantity of liquor amnii. This case went
to the full time, but the other miscarried, about a fort-

night after the jaundice aj)peared. The child was dead.

Some cases happen at an earlier jDeriod, owing, as is

2
)ointed out by Churchill (who gives an excellent account

of the disease in his work on “ Diseases of Women,”
5th ed., 642), and others, to reflex influences

—

symj^athy betweeh the uterus and the chylopoietic

viscera. This form is less iujurious, more amenable to
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ti’eatment than that arising from compression and
other causes, and usually passes off again in a short
time. Coma has sometimes supervened and proved
fatal. There was an epidemic of jaundice in the Island
of Martinique in 1858, which attacked pregnant females
largely, and caused death in many cases.

Jaundice, concurring with pregnancy, is more com-
mon in America than in this country. Query : Is

that owing to the thorough contempt of many persons
there for leisurely feeding, and their underestimate of

the value of saliva, as pointed out by Dickens, Sala,

and other wmiters 1 There must inevitably be impaired
action of the alimentary system (we say it without
joking) in any country where the food is bolted, and
where the juices of the mouth, instead of finding their

natural way into the stomach, go bespattering alike

the floors of the dwelling, the shop, the gilded saloon,

and Congress even. We know of few greater follies

than this, and would not now Avonder Avere the next

ingenious invention to be some machine for pumping
out the gastric juice from the stomach, and discharging

it into the .street as a superfluity.

Abortion is a frequent result in icterus during preg-

nancy, and, as Ave luxA^e seen, a fatal termination may
come about. Those cases occun-ing early, and being

reflex, are likely to do best.

Treatment .—We cannot resort to very active treat-

ment during pu-egnancy, but the liver may be acted on

by moderate doses of ])il. hydrarg. or podophyllin, &c.

The female should rest a good deal on her left side, if

Ave think the disease due to pressure.

589. Eczema of the Vulva.—This is by no means

an uncommon affection, and avc have seen several cases

where it occasioned no little distress during pregnancy,

and also some impediment during laliour. It is com-

mon for it to attack the labia, the space between these

and the thighs, and along the perineum. We have seen

a chronic case (and it is very apt to emerge into this
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form) apparently interfere with the elasticity of this

latter, and conduce to laceration. In the non-gravid
state, it is frequently much aggravated diming men-
struation.

Dr West mentions (“Diseases of Women,” 3rd ed.,

p. 652) that in two instances of severe chronic eczema,
a vascular tumour of considerable size grew from within
the orifice of the urethra.

In some cases the vaginal orifice is narrowed by the
affection. Distressing itching and smarting pain are

experienced.

Catises.-—There is frequently a strumous or syphi-

litic basis, or both. Exciting causes are irritating

discharges from the uterus, vagina, and bladder.

Treatment .—Some paint on a solution of nitrate of

silver, 20 grains to the ounce of water. This relieves at

times. Scanzoni uses a solution of caustic potass, 30
grains to the ounce, and frequent application of cold

water. Glycerine subdues the itching a little. We
have found the following ointment of service :—Tannin,
a drachm

;
dilute nitrate of mercury ointment, 2

drachms
;
camphor ointment, 6 drachms. Mix. Before

using this, a poultice of linseed-meal, or turnqi, should

be applied.

We lay stress on internal remedies .also when the

case is chronic. Give the female, three times a-day, a

tablespoonful of the following mixture:—Potass, iodid.,

a drachm
;
Ferri ammon-cit., 2 drachms; liquor, arseni-

calis, 36 minims
;
infus. gentian, co., 6 ounces. Mix.

590. Pruritus of the Vulva.—This is viewed by
many writers as a nervous affection. Scanzoni deems
it a hyper-ffisthesia of the sensitive nerves of the vagina,

due in many cases to diseases of the uterus, ovaries,

and vagina. It is noticed frequently in connection

with congestion and flexions of the uterus, and with

ulceration and malignant disease. When the uterus

begins to develop at the earlier months of utero-gesta-

tion, and previous to and during menstruation, it is
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frequently experienced. It co-exists with a varicose

condition of the labia, with luemorrhoids and constipa-

tion, and is aggravated by these. Congestion of the

sexual organs, from whatever cause, is liable to pro-

duce it.

Si/m2)to7HS .—Most distressing itching, and smarting

]iain. It is usually aggravated by warmth, so that

when the female entex’s a warm apartment, or goes to

bed, it becomes intolerable, and she has to scratch and
tear until the blood flows.

Treatment .—The first thing to do is to discover the

cause, and cure it, if that be possible. If it depends

on congestion of the external pai-ts, leeching is of ser-

vice
;

at the same time, saline pui'gatives may be

given. If haemorrhoids, or fissiu'e, or fistula ai’e pre-

sent, they must be treated in the appropriate mannex'.

Good is done, where the cause is ovailan, by the

internal administration of bromide of potassium. This

also helps where it depends on uterine congestion.

Ulcei-ation of the os must be cured
;
but in cancer we

can do little. Here the pruritus is kept up alike by

the disease and the discharges that flow from it. There

are a multitude of lotions given, but they only palliate a

little if the affection dejiends on disease of another part.

Whei’e it is due to herpes, they will early confer benefit

and effect a cure. As regards the various applications,

a solution of nitrate of silver may be tried
;
or an oint-

ment (our own), consisting of the folloAving ; Plumbi.

acet., gr. xxx.
;
borax, a drachm; ung. hydi-. nit. M.,

2 drachms
;
ung. camphoi’, G drachms

;
acid, cai’bolic,

8 drops. Mix. Scanzoni recommended a Imiment of

chloroform and olive oil (1 part of the former to IG

parts of the lattci'), to be applied both to the affected

pai-ts and the walls of the vagina. There is a useful

lotion given in Dr We.st’s woi’k— viz., boi'ax, 4

drachms
;

morph, hyd., 8 grains
;

rose-water, K)

ounces. Mix. Quinine may be tried
;
and a pill of

extract, hyoscyam., 3 grains
;
camphor, 2 gi-ains. Mix.
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591. Vaginismus.—We have been consulted fre-

quently both by men (!) and women in regard to this

painful, spasmodic condition of the vagina. The men
we allude to were the husbands of women suffering

from the affection, not long married, and beclouded
about the countenance because they thought there

was something greatly wrong and unnatural about
their better halves. In this affection there is a spas-

modic stricture of the sphincter vaginsB, and the intro-

duction of the finger for the puiposes of examination
occasions intolerable pain. Coitus is impossible so

long as it lasts, and this it is that frequently impels the

distressed husband to go in search of explanation and
advice. All the cases that have come under our notice

have been those of newly-married women, some of them
hysterical, and rather up in years. Dr West has seen it

“ left behind after chronic uterine inflammation,” but

he believes it to occur generally in nervous and hysteri-

cal females. It is frequently associated with irritation

of the bladder, and micturition is painful and difficult.

In some cases we are certain that vaginitis has co-

existed with it, as pointed out by Dr Churchill.

592. Treatment.— Intercourse must be abstained

from at once. Tepid hip-baths ai'e to be given, and
morphia and belladonna pessaries inserted into the

vagina. They must be made firm, and as narrow as a

goose-quill, because the orifice is so much contracted.

Good is done by applying a belladonna plaster over the

sacrum, and giving the bromide of potassium and
Indian hemp internally. Churchill recommends the

application to the whole vaginal mucous membrane of

a solution of nitrate of silver. Often we shall have to

dilate the vaginal orifice by means of large bougies,

enlarging the size gradually. Besmear them well with

belladonna ointment before their introduction. Marion
Sims, who has directed special attention to this spas-

modic affection (and who first termed it vaginismus),

jn'oposed an operation for the more rebellious cases.
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Phis consists in excising the remains of the hymen in
the first place, and then of the vaginal orifice

;
after-

wai-ds dilating the canal with bougies. Dr Sinis rises

glass dilators as the most cleanly. Haemorrhage to a
considerable extent may take place, but it can be
checked by ice and iron.

CHAPTER LXIX.

COCCYDIXT.r.

593. This back-^iain is a not uncommon ailment in

child-bearing women. It is usually a neuralgia, and
afi’ects the lower part of the saci'um and coccyx. Sir

James Simpson called special attention to it in 1859
(“ Medical Times and Gazette,” July 2).

594. Causes .—Sometimes it is due to retroversion

;

at other times it would appear to be owing to ulcei'a-

tion of the os, and leucorrhoea. Sometimes it has set

in after a tedious laliour, or the application of the

forceps. It co-exists with ovarian disease at times,

and with affections of the rectum, such as haemorrhoids

and cancer. Scanzoni has given an admirably full

account of it in his “ Lehrbuch,” p. 589. Of 24 cases

of which he had a record, 9 fir.st complained of it in

cliild-bed. Six of these were primiparie, and five of

them had required the application of the forceps. Two
attributed the ailment to long riding on horseback.

Thus direct injury would seem to be a common cause.

Hyi-tl, the anatomist, found that out of 180 coccyx

bones that he had collected in two years, 32 showed
evidences of dislocation on subsequent anchylosis.

There are therefore reflex causes, and direct or trau-

matic ones.
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595. Symptoms.—Pain, aggravated on pressure, is

felt at the lower part of the sacrum and at the coccyx.

On pressing the latter bone upwards, the pain is much
aggravated, and it is often, indeed, very acute. Pres-

sure backwards, by the finger introduced into the vagina,

does not increase it so mvich. The sedentary j^osture

also augments the pain, and defecation much so.

Treatment.—We must endeavour to find out the

true cause of the pain, and see to its removal. Is

ovarian disease present 1 If so, treat it efficiently.

Hajmorrhoids, or other rectal disease, must also be
cured or mitigated. Leeches have been applied in

some cases with benefit. In the neuralgic form, sup-

positories of morphia, and j^essaries of opium and
belladomia, relieve. An enema of chloral might also

be tried. Scanzoni obtained much benefit from the

subcutaneous injection of morphia over the coccyx.

Blistering this part, and applying belladonna and
opium to the vesicated surface, confers much relief.

The bromides of cpiinine and morphia, as recom-

mended by Dr Richardson, might be tried. In ob-

stinate cases, the late Sir James Simpson recom-

mended, and successfully practised, the subcutaneous

division of the muscles, ligaments, and facise connected

with the lowest part of the coccyx. This sets the

coccyx free and at rest, and thus contributes to the

relief of pain, and cure.

We should not omit to state that the bowels should

always be kept regular, constipation obviously aggra-

vating the ailment. Rest in the recumbent position

is also of service. In some inveterate cases, the bones

of the coccyx have been extirpated. Sir James Simp-

son performed this operation
;
but it appears to have

been first done by Dr J. C. Nott, of New York. Dr
Nott performed the operation so far back as 1844-.

He does not think it an infallible procedure, having,

as he says, met with cases where it failed. The same

is tnie of the siibcutaneous incisions.
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CHAPTER LXX.

FLOATING AND ENLARGED KIDNEY, SIMULATING AND
COMPLICATING PREGNANCY.

596. We have met with two cases of floatius: or

movable kidney, which occasioned an abdominal
tumour of considerable dimensions. In one of these

cases it crossed the middle line, and appeared not
unlike a uterus enlarged to about the size of a six

months’ jiregnancy. In this case the lady has been
pregnant on three occasions, but has aborted each

time. On the first occasion she carried the child to the

end of the sixth month; on the second, to the foiu’th
;

and on the third she parted with the ovum at the end

of eight weeks. In the other case the right kidney is

much enlarged, and approaches the surface of the abdo-

men, but the female, though married, has never become
pregnant.

. Hr Priestly, in the “ Medical Times and Gazette”

for 1857, vol. i., p. 262, says that he believes that

some cases of spurious jiregnancy are just instances of

movable kidney.

Cruveilhier (“Anat. Pathol. Generale,” vol. ii. j).

723, noticed these kidneys, and observed that it was

usually the right that was mobile. Our own cases

were such. In some cases, wheie there is the entire

absence of one or other kidney, the remaining one is

much enlarged, and may bulge so as to simulate preg-

nancy. It may also seriously encroach on the abdo-

men, and by interfei’ing with the development of the

gravid uterus, help to induce abortion.

597. Cystic kidneys have been met with of forty

pounds’ weight, and distending the central part of the

abdomen. Such a case would be incompatible with the
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natural progi’ess of utero-gestation. It hardly belongs
to us to point out that such dilated kidneys have
deceived the most experienced authorities, who have
imagined them to be examples of ovarian dropsy. Mr
Spencer Wells has reported cases where the kidney
was so much enlarged as not only to fill the abdomen,
but to encroach also on, and descend into, the pelvis.

In some cases the kidney has had assigned to it a
special mesentery, which has contributed to its mo-
bility.

The spleen may also enlarge so greatly as not only

to give an appearance of pregnancy, but also to arrest

its progress, and induce abortion.

Some have been led to confound the movements of a

floating kidney with those of a foetus.

Diagnosis.—An examination per vaginam will help

to tell us whether pregnancy exists or not, and it is not

often that we can be cheated by an enlarged or floating

kiduey. It may be confounded with tumours of the

mesentery or omentum, and with ovarian and splenic

disease.

TJte Treatment of movable kidney is just by ban-

daging. A plaster or a pad may be placed over it, and
over this a binder. During pregnancy the woman
should lie a good deal on the side opposite to that in

Avhich the vagrant kidney is situated. The bowels

should be kept open, and the erect posture avoided as

much as possible.
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CHAPTEH LXXI.

ON MATERNAL IMPRESSIONS AS A CAUSE OF FCETAL
DEFORMITY.

598. When children come into the world misshapen
and deformed, having parts resembling those pertaining

to some of the lower animals, it is common to attribute

the de\nation to some strong impi-ession made on the

mother during the iieriod of pregnancy. We have not
space to enter upon the bearing of the psychical on the

physical, but must content ourselves with the insertion

of some jM’etty recent cases which have been reported,

and wliich support the opinion that foetal deformities

may be due to strong impressions made on the mother
diu'ing the earlier months of utero-gestation. The first

case is one by Mr Child, M.H.C.S., reported in the
“ Lancet” for September, 1868. He says :

—

“ On the 26th of August last 1 was summoned at

eleven p.m. to attend Mrs A in her first labour.

On arri-vung at the house I found the pains very linger-

in" and slight; the os was dilated to the size of a six-

penny-piece. I could not detect the presentation.

Finding I should not yet be wanted, I returned home,

telling the nurse to send for me when the pains came

on stronger. At six a.m. the following morning I was

called up. The labour was progi’essing, and the breech

presenting. It continued to do so until four p.m., when
as soon as the breecli passed the os externum, the

whole body of the child was expelled with some degree

of force. It was dead, and from the peeling of the

skin I concluded it had been so for some time. When
I touched the cord, it came away in my hand, leaving

the placenta in utero, which I extracted after a little

manipulation. It was a fine, full-grown male child.
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formed naturally as to its body, \vitli the exception of
the nails on the thumbs, whicli were like those of a
rabbit. On examining the head, I was surprised to

find the parietal, frontal, and part of the occipital bones
wanting

;
and at the space corresponding to, but larger

than, the anterior fontanelle, was the brain, entirely

denuded of skin or membrane, not even being covered

with arachnoid. There was a little hair over the eyes,

none elsewhere. The eyes, palate, and tongue were
similar to those of a rabhit. At first I was inclined to

think that in the absence of these bones the action of

the uterus had squeezed the eyes into the shape I had
found them, but on making inquiries as to any fright,

and having heard the following stoiy, I was induced to

consider it a case of maternal impression :

—

“ During the second month after conception the

mother went to a penny show, in which she saw a

trained horse pull tlie trigger of a pistol, pretending to

shoot a rabbit. A dummy was then thrown out
;
the

back of its head was bleeding, having to all appearances

been shot o0‘. This corresponded, as the motlier-in-law

declares, to the mark on tlie child’s head. My patient

seems never to have forgotten the circumstance during

the remainder of her pregnancy, and was considerably

frightened at the time. I was lucky in having to con-

tend with a breech ju’esentation
;

if it had been a

natural one, I should either have been puzzled to ascer-

tain what it was, or perhaps have inadvertently pushed

my fingers through the brain itself. The mother did

well, and is now quite recovered.”

599. The next is one reported by Dr J. W. Metcalf,

of Geneva, in the “ Lancet” for Deeember, 1865. He
says;—

“ A case has recently occurred iu my practice here,

the facts of which are valuable as bearing on the effect

of maternal impressions during pregnancy.
“ A lady, of highly nervous and excitable tempera-

ment, was, when in the fourth month of her sixth
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pregnancy, at a railway station addressed by a man
who persistently placed his face near her, much to her
annoyance, this person having lost the nose, and being
a repulsive object. At tlie time, and up to the day of
delivery, which was at the eightli month, my patient
had many times expressed to her husband and others

a fear that the child would be affected, she being the

more anxious owing to indescribable feelings at the
time she was spoken to. Besides being premature, the
labour was long, lingering and disti-essing, followed by
very severe flooding. A well-formed female child was
born, well made in those parts not afiected. There
was double hare-lip, the palate cleft on either side of

the median line, the nose malformed, a sixth rudimen-
tary finger on the left hand joining tlie little finger, and
a sixth perfect toe and nail on the left foot, whilst the

right foot was somewhat distorted. The mother’s ex-

clamation, before knowing the state of the child, was,
‘ It will be deformed.’ Nor was she surprised when
learning the truth, saying only, ‘ I expected it.’

“ Knowing all the facts of this case before the con-

finement, as well as the person whose unfortunate

appearance caused so strong an impression on the lady,

I give these details without tlie accompanying doubts

that usually hang over some parts of similar accounts.”

A third case we shall mention is I’ecorded by Dr
J. Slack Steel, of Salford, in the “ Lancet” for I860.

His account tlius runs :

—

“ I was called to attend Mrs C
,
of tliis town, on

the afternoon of the above day. There was notliing

remarkable about the labour, which was completed

in a few minutes after my arrival
;
but upon examining

the child’s left hand, there was a deficiency of all the

fingers and thumb, and in their place small bended

pieces of integument like small toes, two of which had

perfect nails.

“ On cjuestioning the mother, she distinctly recol-

lected during the early pai-t of her pregnancy a beggar
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man coming to the door, and as soon as she opened it,

he ch-ew his hand, destitute of fingers, suddenly out of
his coat, and held it up hefoi’e her, which gave her such
a fright that she was some time before she got over it.

She said it was the man’s left hand.
“ I have met with several cases of acephalous foetuses

and spina bifida, but in none could I trace mental
emotion as a cause of bodily deformity where the facts

were more conclusive thau in this.”

Lastly, there is one by Dr F. H. Daly, in the
“ Lancet,” for February 18G9. His description is as

follows :

—

“ At three o’clock on the morning of the 4th of June
I was summoned to a lady, my partner’s patient, he
being unwell. On examination, I found the os dilated

to about the size of a o'own-piece, the membranes not
ruptured, and the pains frequent and severe. I could

not make out what part was presenting, but was cer-

tain it was not the head. I Avaited for a little time,

and when the os became more dilated, ruptured the

membranes, Avhen I found that it was a transverse

jiresentation. I, therefore, immediately passed my
hand into the uterus, got hold of both the feet without
any force or difficulty, and turned the child. The next
pain completed the birth. The child was dead, and
evidently had been so for some days. My patient at

once inquired ‘ if it were dead,’ and when I told her it

was, she asked ‘ if it were all light.’ I, of course, only

told her to keep quiet, and wrapped the child in the

flannel
;
but she again persisted ‘ Has it got any mark

like a rat ?
’ I said I would see. When the mother

Avas made comfortable, I took the child into another

room, and examined it. It Avas a most honible

monster. The body and Kmbs were natural
;
but there

was no neck, the head being placed immediately be-

tween the shoulders, Avith the face upwards. The
resemblance to a rat was most striking. The maxillai

Avere prolonged, and terminated in an exact snout, the
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nose, mouth, and tongue being precisely like those

organs in the rat. There was no rotundity of the

cheeks, or prominence of forehead
;
but a prolonged

cone-shaped snout, looldng upwards, attached directly

above the sternum.
“ On questioning the mother, she informed me that

at the time of the conception, and for about three

months afterwards, she lived in a house infested with

rats. To use her own language, ‘ Wherever she turned

she saw a rat, and always said the child would be

marked.’ Unfortunately, I was not permitted to retain

the monster, nor indeed to see it again after my first

examination.
“ The patient recovered without a bad symptom.

She had previously been the mother of several fine

healthy children.”

CHAPTER LXXII.

VARIETIES.

600. On Hydrophobia (1) coming on after Labour.

—Instances of the symptoms of hydrophobia coming-

on after labour are exceedingly rare, but a few cases

have been recorded from time to time. There was one

reported by Dr Story, of South Hackney, in the

“ Lancet” for 1868, as follows :
—“ Mrs G ,

aged

twenty-seven, a farmer’s wife, residing in Berkshire,

was delivered of her first child in the ordinary time.

On the third day Mr Hurst was requested to come

immediately, as the patient had had several fits,

and was foaming at the mouth, and when any fluid

was offered fo her she went off into a fit. On Mr
Hurst’s an-ival, he at once pronounced it hydrophobia,

but was afraid to ask the question if she had ever
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been bitten by a dog. On more minute inquiries from
the nurse, he ascertained that the lochia had been sup-
pressed from the birth of the child

;
and conceiving this

to be the cause of these alarming fits, he administered
an injection of castor-oil, and also got some down by
the mouth, but with difficulty. The oil acted, and was
repeated

;
the fits gradually became less in intensity,

and finally ceased on the appearance of the natural

discharge. She made a good recovery.”

Dr Palfrey says that he has seen similar cases tmce.
Here are his words :

—“ Twice in my life I have seen
exactly such cases. The first was a patient of the Guy’s
Charity. So exactly did the case resemble hydro-
phobia, that Dr Lever took to see the case with us Drs
Addison, Hughes, and (I believe) Dr Baidow, and, in

addition, several of the .surgical staff went to see the

case. The woman, aged twenty-two, unmarried, was
attacked suddenly on the fourth morning after deli-

veiy. No history of a bite. Dr Lever had every two
hours administered an enema of spt. terebinth., assa-

foetida, and gruel. The patient, after giving us an
immense deal of trouble, recovered perfectly. The
other case occuiTed to me three years last September,
at Watford, in Herts. I there saw, in consultation, a

woman over thii-ty. There the symptoms came on
within a few hours of her delivery. Her attendant

was naturally alarmed, and when I arrived, certainly

the woman was in a very sad state. Then remember-
ing our old hospital case, I gave a very favourable opi-

nion
;
had the woman kept gently under the influence

of chlorofonn for sixteen hours, at the same time fed

well per rectum, and she had not a bad symptom the

next day. Now, will you permit me to remark that

both my cases were the subjects of hysterical symptoms
before delivery, and both women of a very excitable

temperament. The notes of neither of my cases remark

upon the particular condition of the lochia, therefore I

conclude that secretion was not su2ipressed in either
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case. I do think you should send this case to the
journals

)
its very rarity is tlie essence of its import-

ance, and what a comfort to some brother m some far
away place to have even read of such a case should one
happen to him in practice.”

Doubtless such cases are one of the forms of hydra-
headed hysteria. However, M. Girard de Cadleux
and others believe in the development of the maladj-
apart from dog-bite.

601. On Human Milk.—Doubtless there are many
mothers too weak or too diseased to produce healthy
milk, and who still persist in keeping the child to their

breast, to its decided detriment, not to speak of injury
to themselves. Some of our chemical physicians have
lately been calling the attention of the profession to

the subject, and recommending a careful analysis of the

milk where the infant gets sickly, and becomes small
by swift degi-ees and distressingly less. In the

“Lancet” for April 15th of this year is a short but

suggestive paper by Dr C. Meymott Tidy, of the London
Hospital. He adduces a case as follows :—“ A lady,

a patient of an old pupil, consulted me a few weeks
back respecting her infant, six months old, that, to use

her owm words, ‘ was becoming miserably smaller day

by day.’ LTpon examining the mother herself, I made
out undoubted signs of incipient tubercular disease of

the lungs. The child was certainly a most wretched-

looking object, keeping up a perpetual whine, for it

seemed to have no jiower to cry. I suggested an exa-

mination of the milk, to which she at once consented.

1 then found a most extraordmaiy diminution in the

amount of fat
;

indeed, the per-centage was much
smaller than ever I had before noted. I proposed,

acting on my analysis, drawmg off the milk at stated

times, mixing it with a given quantity of mutton suet,

and tliat the child should be fed with this from the

bottle. In order to obtain accurate results from this

method of treatment, I prescribed no medicine, except
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an occasional powder to keep tke bowels regular. I

saw the child a fortnight afterwards. The result was
astonishing. The mother told me, ‘ she could see it

grow.’
”

Dr Tidy has met with other equally satisfactory

cases, and recommends the addition to imperfect milk
of those elements in which, by analysis, it is found
deficient, as a better way of treating the puny and
pallid infants than by dosing them with medicine.

Few medical men will differ from him in this sensible

view.

602. Be Cautious when Using the Uterine Sound.—It is well known to gynsekologists that the uterine

soimd may be made to pass along the Fallopian tubes

with considerable facility when these are morbidly or

congenitally dilated. It is to be feared, too, that the

instrument travels with too great readiness, even
through the walls of the uterus itself. In the “ Lancet”
for April 15th of this year, reference is made to a case,

published by Dr Hocning, of Bonn, in the “ Berlin

Klin. Woch. ” (No. 16, 1870), where the author felt

the extremity of the instrument nearly as high as the

umbilicus. HUdebrandt reported two cases of a similar

nature in the “ Allg. Med. Cent. Zeitung,” No. 91,

1868. The end of the sound was felt near the umbili-

cus, yet no injury was inflicted on the women. Hoening
thought that the sound had gone thi'ough the uterine

parietes, but Hildebrandt believed that, in his cases, it

had passed along the oviduct. Our own impression is,

that the sound in some of these cases pushes up the

uterus a good way (when it is ultra-mobile), and that

the extremity of the instrument is felt through the

uterine as well as the abdominal walls. It could

hardly go knocking about amongst the abdominal

viscera without setting up some mischief.

603. Injection of Ammonia into the Veins.—There
are some deeply interesting notes in the “ Lancet ” of

April 2nd, this year, in connection with this subject.
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and we take the liberty of introducing them here.

They are related to chloroform administration.

The “ Lancet” says :
—“ We have received, through

the kindness of a correspondent, an account of some
ex[)eriments performed by Dr Halford as to the effect

of ammoniacal venous injection in the case of dogs
under the influence of chloroform. According to the

experimenter, ammonia may be injected not only into

the veins, but into the heart itself of these animals

without injurious effects
;
and further, he asserts that

it counteracts in a powerful manner the lethal influence

of chloroform. Our correspondent suggests, in con-

nexion with the case of chloroform poisoning reported

to have taken place lately, that the experiments may
not be without interest, as they would seem to indicate

that this practice might be adopted in conjunction with

artificial respiration in the case of human beings suffer-

ing from an overdose of chloroform. It is said that

11 cases out of 12 recovered in which ammonia was

injected as a stimulant into the veins of persons who
had been bitten by snakes in Australia. Professor

Fayi’er, as our readers are aware, has been unable to

corroborate Dr Halford’s statements, the result of his

experiments in India proving that injection of ammonia

did not avert the effects of snake-bites. While this

practice cannot be proved to have succeeded in one

hona-Jide case of blood-poisoning from a wound mflicted

by a reptile of the truly venomous class, it appears to

have led, in some instances, to very grave consequences.

A Mrs Wilson, living near Tamidale, Victoria, was

lately bitten on the leg by a brown snake. She ran

into the town, and consulted Dr Armstrong, an experi-

enced surgeon, who had served in the Crimea. He
declined to incur the responsibility of injecting ammonia

into her veins
;
and accordingly she had recourse to

another medical man, who made the required injection

at the flexure of the elbow. A professional brother, who

arrived shortly after, also injected ammonia into the
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opposite aim. The woman remarked at the time that

she felt as if red-hot iron -was passing up her veins.

For four weeks she lay seemingly moribund, and,

according to her subsequent statement, in great agony.

At the end of a month there came away from each arm
a slough as large as a turkey’s egg, laying the bones
bare to the extent of six inches. Five weeks after the

operation (reports the Melbourne Age) she is just

able to move about, both arms bent, immovable, and
nearly paralysed

;
having lapsed from an energetic

bread-winner for a large family into a cripple for life.

We are aware that Dr Halford, the ‘ discoverer’ of the

reputed ‘ antidote to snake-bite,’ might take exception

to this case
;
but we submit that the very unfavourable

sequeliB ought to make any one hesitate before adopting

his practice. Dr Halford has by no means established

a scientific induction from the cases that have come even
under his own observation

;
he has failed to prove that

the snakes whose bites he sought to counteract were
really jioisonous, or that (if they were) they had not

parted with then’ poison in bites previous to that for

which he operated. His ‘ antidote’ has, as we have
said, proved utterly abortive in India, where snakes of

the true venomous class abound
;
and even in Australia

and at the Cape, physicians and surgeons shrink from
resorting to a remedy which is followed by sensations

very like those described by the Ghost in ‘ Hamlet. ’

Premature generalisation is the besetting evil of our

profession, and certainly there are few instances of it

more grave in practical results than the nostrum by
which Dr Halford would abate the peripatetic caution

of communities where

‘ Latefc anguis in herba.
’ ”

604. Mortality after Obstetric Operations.—Our
friend. Dr Hicks (along with his colleague. Dr Phil-

lips), has recently (March 8, 1871), brought this jn’o-

foundly interesting subject before the Obstetrical So-



VARIETIES. 615

ciety of London. These gentlemen traced back to

their original sources a gi-eat number of cases which
made up the ordinary tables of mortality reported by
almost every obstetric writer, more particularly those
connected with turning, the forceps, and craniotomy.
The conclusion they have arrived at is this, that the

moi-tality as a rule was not due to the operation, but to

the abnormality necessitating it, or to unwarrantable
delay in applying artificial assistance. This has long

been oiu- own opinion, and we have proclaimed it

loudly and without ambiguity, if we may be jiermitted

to obtmde ourselves. Drs Hicks and Phillips must
have had a pretty operose task, but, in discharging it,

they have conferred an inestimable boon, and they de-

serve the warm thanks of the profession. It is impos-

sible to calculate the amount of practical good that

may follow then’ inquiry, if practitioners ponder the

subject well, lay the obvious and sound deductions to

heart, and not become oblivious of them during

pi-actice.

CHAPTEE LXXIII.

AN/ESTHESIA : CHLOROFORM, ETC.

G05. The ancients were in the habit of administer-

ing various narcotics for the purpose of mitigating

pain
;
but the idea of assuaging, or even entirely ban-

ishing, the pains of labour took practical shape only

twenty-four yeai’S ago. Sir James Simpson was the

bold pioneer in this work of mercy, having adminis-

tered ether to a parturient female at that time. His

words are :
—“ The first instance in which the practice

(that of inducing anresthesia during labour) was

adopted, occiuTed in my own practice in Edinburgh,
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on the 19th Jamiaiy, 1847. The case was one of

deformed pelvis, in which I had pre-determined to

extract the child by tni’ning, and to try the inhalation

of ether vapour upon the mother, with a view to faci-

litate that operation. During a week or two pi’evi-

ously I had anxiously waited for the supervention of

labour in this patient, for, by the result, I expected

that much would be decided in regard to the eftect of

ether-inhalation in parturition. Would it merely avert

and abrogate the sufferings of the mother, without
interfering with the muscular contractions 1 Or would
it arrest simultaneously both the contractions of the

uterus and the sufferings that arise from theml”
(“ Obstet. Works,” vol. ii. p. 632.)

This case proved to Sir James that the pains could

be abrogated, without interference with the muscular

contractions. He brought it before the Ed. Obstet.

Soc. at theii- meeting on the following day. A week
or two after, his experience having increased, he stated

to the same Society various conclusions which he had
arrived at on the subject, and which subsequent expe-

rience for the most part confirmed.

606. We may now state that Sir James Simpson
was led to employ this substance by hearing of its suc-

cess in America. In that country several medical men
had been using it with success, viz.. Dr W. T. G.

Morton, Dr Horace Wells, and Dr Charles T. Jack-

son
;
but to the first-named gentleman seems justly due

the fame of having preceded the others in its employ-

ment. This occm-red on the 30th of Sejitember, 1846,

the operation being the minor one of tooth-extraction.

Chloroform.—Some disadvantages attaching to the

use of the ether, such as the quantity, and the time

required for its due operation, the restless and search-

ing mind of Simpson was bent in quest of another that

might happily be more convenient and potent. Chlo-

roform was tried, and foimd to possess the wondi’ous

power. Sir James practised on himself, and sent Keith
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iind Duncan into dream-land witli it, as is now known
throughout the world and the late Avorthy and
lamented James Miller described with graphic poAver
the scene in the dining-room Avhen the young doctors
floundered and tossed under it, and Avere prostrated by
its resistless power.

It Avas on the 8th of NoA'ember, 1847, that Simpson
first employed it in a case of labour. Soon after he
made kuoAvui its Avonderful properties to societies and
through the press, and its fame got speedily wafted to
distant lands. Noav it is so Avell known that a long
account of its jirojiei’ties, &c., is quite unnecessary, and
A\m shall content ourselves Avith noticing some of its

uses and advantages in obstetrics, where it may be, and
toh,en it may not be administered.

GO 7. Advantages of Chloroform. — In natural

labour, chloroform is not often administered, unless it

may be during some of the more severe pains of the

second stage. At such a time, although eA'erything

may be proceeding naturally and normally, there is no
objection to using it, in order to alleviate, if not abro-

gate, the refinedly severe suffering. It Avas Avont to be

held by some that the pains of parturition Avere not in-

jurious, but foAV, Ave should suppose, will now maintain

that opinion. Pain, most assuredly is a great shock,

and conduces to exhaustion
;
and if it has been intense

in any ])articular case, there is likely to bo a more tardy

recovery. The shock of operations, as is Avell known,

has
2
’roved sufficient to destroy. In mitigating the

pain of natural laboui’, then, the chloroform subserves

a useful function; and doubtle.ss, its employment in

such cases has heljiod to diminish moi’tality. At the

same time, if the case goes on rapidly, and is not

attended Avith much suflering, little need be given.

In labour rendered tedious by a rigid and undilatable

os, wo obtain gi-cat service from this drug. It not only

contributes vastly to relaxation, but enables us to adopt

other measures for the purjiose of dilatation in extreme
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cases of incliu’ation, and without inflicting an increase

of suffering on the woman. Under its blessed power,
careful manual dilatation may be painlessly and suc-

cessfully carried out, and thereby, in some cases, the

more doubtful operation of incision avoided.

608. But it is in operative midwifery that its greatest

value is seen. How helpful, for instance, in version !

How serviceable in fox’ceps cases, and in the sad opera-

tion of embryotomy ! In version, more particularly,

has it proved of inestimable utility. Formerly—that

is, before its introduction—this operation was often

debarred by rigidity of parts, or by a tetanically con-

tracting uterus, and the destruction of the child was in

consequence necessitated : now we are enabled to brush
these obstacles aside, and to bring home living infants,

that in ])re-an{Bsthetic times would have been inevitably

sacrificed. As before remai’ked in this work, we have
performed veraion in a multitude of instances -svithout

the shadow of evil result to the mother
;
but we are

quite convinced that had we operated in days prior to

the time when our late warm and lamented friend

Simpson (too early gone to the silent land) intro-

duced anaisthesia into obstetric practice, we would
have slain many more children, and mayhap, not a few

mothers.

We have refen-ed to the relaxant effect of the

chloroform on the os, and we must now remark, that

in numerous cases it is of excellent service in slowly

dilating perineum. Most practitioners who have, in

the absence of skilled lady-doctors—a crop of whom,
by the way, is now flourishing, even under adverse

influences, in the city where we write—most practi-

tioners, we say, who have supported perineums for any

length of time will be able to testify to the relaxation

which the anaisthetic brings. It saves the doctor no

little precious time
;
but what is of vastly more conse-

quence, it spares the woman no little exhausting effort

and pain.
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GOO. In some cases wliere the pains have been irre-

gular, and of a short, inefficient, teasing charactei-, the
anifisthetic is often of gi-eat service. Under it they
become more regular

;
and sometimes the female, when

not fidly under its sway, will exert more of voluntary
effort.

Does Chloroform interfere with Uterine Contrac-
tion!—Sometimes it does; at other times, and singularly,

it promotes the contractions of the uterus. It rarely,

indeed, arrests the pains entirely, or occasions uterine

inertia, but frequently it diminishes the frequency and
force of the pains. When such is the case, it is better

to desist from its employment. In some instances we
have found it to lay a most effectual embargo on the

contractions, and we hav'e been obliged to resort to

oxytoxics in order to rouse the uterus to i-enewed

effort.

Risks and Disadvantages of Chloroform.—There

are sometimes sickness and headache occasioned by its

employment, and women will occasionally say that they

have “ felt rather strange about the head” since it was
given to them. It induces, on the whole, however, very

few after-ills.

610. Dr Richardson, who originated the ether spray,

and many other things of much utility to the profes-

sion, delivered, in London, about a year ago, an

excellent lecture on death by chloroform. He says

that there is only one disorder wliich renders the

administration of it dangerous, viz., a heart with the

right ventricle dilated. In a case where this condition

was present, he refused to give it
;
but tlie patient,

having had it administered by another man, cither less

skilled or le.ss scrupulous, perished. This condition of

the heart was also pointed out by Sir James Simpson

as a contra-indication. Dr Richardson also tendered

some excellent hints in regard to ceidain precautions

contributing to safety. He laid much stress upon the

effects of temperature and barometric pressure in
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determining the quantity of chloroform vapour that
would be diffused in tlie air. “ He advised that the
temperature of an operating room should be raised to
C5°j that the preliminary fast of the patient should
not exceed three hours in duration

;
that the last meal

should be fluid, or semi-fluid (milk and beef-tea, with
an admixture of grated biscuit, was recommended)

;

that a little alcohol should be given shortly before
inhalation, purely for the sake of its influence upon the
mind

;
that the recumbent or semi-recumbent posture

should be enforced, and that, whichever was selected,

the patient should not be moved about during the
inhalation; and lastly that, as a rule, the administration
should be rajiid. He referred to the manner in which
chloroform is resisted by men of great muscular power,
while those of active brain succumb to its influence

more readily; and, finally, he demonstrated by two
experiments the mode of death. In a pigeon fully

narcotised, a galvanic cm-rent called the muscular
system into promjit activity, showing that the anass-

thetic left the muscles unaffected, and that its action

was ujion the nervous centres. In a rabbit that had
ceased to breathe, the lungs were found contracted and
pale, while the heart was beating rhythmically

;
show-

ing that the respii-ation was the vital function that

failed, and also that the expiratory effort continued

after inspiration had ceased. In subsequent lectui’es

the subject was continued, the means of resuscita-

tion pointed out, and the uses of other anaesthetic

agents discussed. e gather, from some of Dr
Ptichardson’s observations, that he believes a person

apparently dead from chloroform—that is, a person

who has ceased to breathe, and who would actually die

if either neglected or improperly treated—may be

restored to life in almost every case
;
and that thus his

rather large projiortion of “ necessary mortality ” may
be converted into a mortality that will be only temiio-

rary or apparent.”—(“Lancet,” 1870).
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Deaths have occurred from time to time during the
employment of chloroform, but in many of these in-

stances cardiac disease was detected on post-mortem
examination. In others, mere terror has been deemed
the cause. Dr Jeanuell, in the Gazette Ilebdomadaire,
May Gth, 1870, says that he deems the fital issue

principally due to the terror felt by the patient before
the operation. He thinks the patient shoidd not be
made acquainted with the pi-ecise day when an ojiera-

tion is to be performed. All cause of anxiety, nervous-

ness, and trepidation should be avoided.

Amylene.—This substance was discovered by ]\[.

Balard, Professor of Chemistry in Paris, nearly thirty

years ago. Dr John Snow, of London, was the first

to employ it as an anaisthetic. Dr Snow thought that

it possessed advantages over chloroform, but ex[)eiience

has not confii'med that estimate. It is rarely, if ever,

employed for anesthetic purposes.

611. Bichloride of Mithylene, Methylic Ether,

Nitrous Oxide Gas.—Various other anesthetics have

been introduced from time to time, some of them of

gi-eat power, but possessing disadvantages that hinder

their employment, especially in obstetric practice. The
bichloride of mithylene was introduced by Dr Pichard-

son, who has done so much good and useful work in

connection ^vitll this subject, but the doctor himself

has not a high opinion of it for the purpose of ames-

thesia. “ It belonged to a dangerous family of chemical

substances,” and could not be widely emjiloyed without

some risk. We are glad the learned doctor has ex-

pressed himself so unequivocally m regai-d to his own
child, the more so seeing tliat at its birth ho was

inclined to extol its virtues perhaps a little too strongly.

Methylic Ether was also discovered l>y Dr Richardson

in 1867. Dr R. inhaled it for the first time himself

in May, 1867. He was thoroughly unconscious in

seventy seconds, and recovered almost instantaneously,

without nausea, headache, or any other unpleasant
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symptom. Since that time, this ether has been a good
deal employed for minor operations, where alone, like

niti’ous oxide gas, it can be usefully employed. It is

one of those anaesthetics of rapid but evanescent power,

and, therefore, unsuitable for obstetric purposes.

The nitrous oxide gas, as is well known, is now ex-

tensively employed also as a rapid anajsthetic. It has

proved to be a safe enough remedy for brief operations,

but is inapplicable where we wish prolonged anassthesia,

owing to the certainty of asphyxia being induced.

These are the princijial anaesthetics which have been
proposed of late years. We think we may safely afl&rm

that none of them for obstetric jnu’poses, or ^Jrolouged

operations, come near to rivalling the early anaesthetic

of Simpson—chloi’oforra. We must stdl cling to it, as

to an old and valued friend, with a warmth insjiired

and quickened by many beneficent deeds in trying

times. We had nearly said—but that might savour of

recklessness—drugs may come and drugs may go, but

thou’lt hold on for ever, in thy magical, pain-killing

career

!
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